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| LABEL 


A label is many things to many 
people. To the hospital adminis- 
trator, the Puritan label is a symbol 
of assurance that the hospital staff 
is working with the finest gases and 
equipment. To the anesthesia de- 
partment it is a symbol of confi- 
dence. To the purchasing depart- 
ment, it is a symbol of reliability— 
both of product and service. 


a 


Yes, the Puritan label means differ- 
ent things to different people, but 
all can depend on the Puritan name. 
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she needs support, too... 
during pregnancy and throughout lactation 
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for relaxation of skeletal muscle 


in surgery... 
electroshock therapy... 


orthopedic procedures 











OSTRIN 


Squibb Succinylcholine Chloride CHLORIDE 


prompt action Complete muscle relaxation can be antici- 
pated in 60 to 90 seconds following the intravenous adminis- 
tration of Sucostrin. 


controllable action The effects of Sucostrin are noncumu- 
lative. Even after prolonged administration, muscle tone will 
generally return to normal within 2 to 6 minutes after the 
drug is stopped. 


versatile action Sucostrin is available in a potency for every 
purpose. It may be administered by direct intravenous injec- 
tion whenever brief muscle relaxation is desired. When given 
by intravenous drip, it is suitable for the prolonged relaxation 
necessary in a variety of surgical procedures. 


For direct intravenous injection: 20 mg. per cc., 10 cc. mul- 
tiple-dose vials. 


For preparing solutions for continuous intravenous infusion: 
50 mg. per cc., 10 cc. ampuls. 


NEW High Potency—100 mg. per cc., 10 ce. vials 


SQUIBB Squibb Quality—the Priceless Ingredient 





‘sucostain’® is & squies TRADEMARA 
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In Ireland, too, Pentothal is used almost constantly 





; Unmistakably 
the world’s most widely studied 
intravenous anesthetic 








the new local anesthetic 


more potent... yet less toxic ‘than procaine 
/ 


SWIFT ONSET “Sensory anesthesia was complete within 
6 to 10 minutes.” 


GREATER SAFETY “Its [Nesacaine] chief virtue appears to be 
its relative non-toxicity. [No reactions in 350 
anesthetics. ]”* 


HIGH DIFFUSIBILITY “The almost instantaneous onset of anesthesia . . 
is caused by the increased penetrating capacity 
[of Nesacaine] . 


MAXIMAL “Nesacaine...was found effective . .. it would appear 
EFFICACY _ to be the best agent for use as a local anesthetic.” 


1, Colavincenzo, J. W., and others: Pennsylvania M, J. 59:338 (March) 1956. 
2. Ansbro, F. P., and Furlong, R. E.: Adelphi Hosp. Bull. 15:2 (May) 1957. 
8. Foldes, F. F., and MecNall, P. G.: Anesthesiology 13:287 (May) 1952. 


In 30cc multiple dose viais— In 30cc single dose vials— 
1% Nesacaine for infiltration and 38% Nesacaine for caudal and 
field block epidural block 


2% Nesacaine for regional block 


MALTBIE LABORATORIES DIVISION / WALLACE & TIERNAN INC. 
Belleville 9, N. J. 





PNE-72 
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‘\ ‘GAS CYLINDER 


, EASY-OPERATING , i 
VALVES / 
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More than 100 years of research and manufac- 
turing experience stand behind these valves. 
S.S. WHITE Gas Cylinder Valves are relied upon 
throughout the medical and dental professions 
for their safety . . . dependability . . . longer 
service . . . easy, trouble-free operation .. . 
minimum maintenance and repair. Our cylinder 
valves meet the most rigid requirements of an- 
esthetic, therapeutic and resuscitating service. 


Ask your medical gas supplier to equip your 
cylinders with SAFE... DEPENDABLE S.S. 
White valves. For further information just 


write to: 
DIVISION 


10 East 40th Street New York 16, New York 
Western District Office: 1839 West Pico Blvd. Los Angeles 6, Calif. 
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Prolonged depression in both long and short-term procedures 
imposed many limitations on the use of earlier thiobarbiturates. 
NERAVAL, with its extremely rapid detoxification, considerably 
reduces these restrictions and opens up many new areas for the use 
of barbiturate anesthesia. 


In addition, NERAVAL — by shortening the period of postoperative 
incapacity and depression — makes the procedure safer, 
more pleasant for the patient. 


Lower milligram potency and more rapid detoxification of NERAVAL 
compared with thiopental and thiamylal provide greater clinical 
safety and better moment-to-moment control. NOTE: for equivalent 
anesthetic effect approximately 114 to 2 times as much 

NERAVAL is usually required. 


PACKAGING 
NERAVAL Sodium Sterile Powder: vials of 1 and 2 Gm., boxes of 
6 and 25; vials of 5 Gm., boxes of 1 and 25. 


BIBLIOGRAPHY 

1. Boone, J.D.; Munoz, R., and Dillon, presented at annual meeting, 

J.B.: Anesthesiology 17:284, 1956. Electroshock Research Association, 

2. Zima, O.; von Werder, F., and Hotovy, Chicago, Illinois, April 29th, 1956. 

my ene orgs a ag - 6. Irwin S.; Stagg, R.D.; Dunbar, E., and 
. Fitzpatrick, L.J.; Clarie, all ae 

Merech, M.A.: To be published. 4. Blake, Govier, W.M.: J. Paarmacel. & Exper. 
M.W. and Perlman, P.L.: J. Pharmacol. Therap. 116:317, 1956. 7. Reifferscheid, 

& Exper. Therap. 117:287, 1956. 5. Ayd, M., and Dietmann, K.: Deutsche med. 
F.J., Jr.: Neraval: A new anesthetic for Wehnschr. 79:638, 1954. 8. Dietmann, K.: 
electroconvulsive therapy, paper Deutsche med. Wchnschr. 79:1748, 1954. 


NERAVAL® Sodium, brand of methitural sodium. 
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YOU CAN CONFIRM THESE CLINICAL EXPERIENCES WITH NERAVAL 


* Significantly faster detoxification 
and elimination than either 
thiopental or thiamylal.’” 

* Shorter duration of action.? 

* Considerably less accumulation.**6 

* More rapid, complete recovery. *.5-7 

* Strikingly rapid awakening. ! 

* Better moment-to-moment control.’ 

* Less postoperative supervision. ! 


* Fewer postanesthetic side effects.*:7* 
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Erom One source 


EBiverythings for 
ILINHALATION 


MEDICAL DIVISION 


National Cylinder Gas Company 
840 North Michigan Avenue - Chicago 11, Illinois 
Offices in 56 Cities 











+++ @verything on one 














THERAPY OXYGEN 

U.S.P. oxygen in all standard cylinder sizes, 
or in bulk supply units for piped systems, 
Distributed through NCG district offices in 
$6 principal cities and through authorized 
NCG dealers .. . in the manner that is most 
convenient for you. 


MEDICAL GASES 

Oxygen, Oxygen-CO, Mixtures, Helium, 
Helium-O, Mixtures, Carbon Dioxide, 
Nitrous Oxide, Ethylene, Cyclopropane. 


TENTS AND CANOPIES 

The famous Plymouth® Oxygen Tent, the 
new Plymouth Jr. Oxygen Tent with built-in 
nebulizer, the Iceless Oxygen Tent, and a 
wide choice of permanent-type, semi-per- 
manent, or disposable tent canopies. 


NEBULIZERS 

The definitive line of nebulizer units and 
nasal equipment for high-humidity oxygen 
therapy. In NCG nebulizers, 97% of the 
particles nebulized are 3 microns or less in 
diameter. 


MASKS AND CATHETERS 

Face masks, tracheotomy masks, laryngec- 
tomy masks, catheters, cannulas, connect- 
ing tubings in permanent or disposable type 
plastics. 


REGULATORS 
Precise performance at low cost, with all 
the great construction features that make 
NCG regulators outstanding for long,. 
trouble-free service. 


ACCESSORIES 

Oxygen analyzers, tubing splicers, connec- 
tors, needle valves, liter gauges, adaptors, 
wrenches, cylinder trucks, cylinder stands 
-.. everything you need for complete and 
effective inhalation therapy service. 


RESUSCITATORS 

For use with piped oxygen systems, and all 
standard regulators and cylinders. Portable 
models for ambulance service. Floor stand 
models for emergency use throughout the 
hospital. 
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New Methods for the Conquest of Pain 
Through the use of Antagonists and 
A New Management of Analgesia-Amnesia 
for Cardiac Catheterization in Children 
Too Young to Cooperate 
John S. Lundy, M.D.* 


Rochester, Minnesota 


Slightly more than a year ago I 
discussed with you the progress that 
had been made in a quarter of a 
century in the relief of pain and dis- 
tress. Now I shall remark on some 
experiences that I have had in the 
last 2 years. These experiences have 
to do with many of the drugs and 
procedures about which I spoke a 
year ago, with the difference that ad- 
ditional experience’ now enables me 
to express opinions which a year ago 
had to remain partly hopes. I think, 
too, that some of what I said a year 
ago of necessity could not be stated 
then as clearly as it can be stated 
now. 

THE THEORY OF 
ANTAGONISTS TO DRUGS 

You may recall that I mentioned 
antagonists to the undesirable side- 
effects of drugs, and that I gave as 
an example the use of bemegride 
(megimide) to terminate anesthesia 
produced by pentothal sodium. Since 
that time certain workers have in- 
sisted that the so-called antagonists 
are not effective. Occasionally this 
may be true, but by and large, de- 
pending of course on the circum- 
stances at hand, certain definite re- 
sults within a certain length of time 
can be expected to follow the use of 
antagonists. 


1 Read at the meeting of the American Asso 
ciation of Nurse Anesthetists, Atlantic City, 
New Jersev, October 3, 1957. 

* Section of Anesthesiology, Mayo Clinic 
wd Mayo Foundation. 

The Mayo Foundation, Rochester, Minne 
ota, is a part of the Graduate Sc hool of the 
University of Minnesota 


As an instance, let us say that a 
patient has received preliminary med- 
ication and has been anesthetized 
with pentothal sodium, nitrous oxide 
plus oxygen. Perhaps succinylcholine 
or curare has been added, and perhaps 
the operation has been short. Even 
so, a fair amount of pentothal sodium 
may have been used— perhaps 0.5 
gm. Then suppose that a dose of 
megimide of perhaps 50 mg. in 10 cc. 
of isotonic solution of sodium chlo- 
ride is administered intravenously. In 
this instance a period of 5 minutes 
may elapse before a definite lessening 
of the depth of the effect of pentothal 
sodium can be detected. 


On the other hand, if the opera- 
tion is fairly long—perhaps an hour, 
rather than 15 or 20 minutes—and 
the same amount of pentothal sodium 
has been administered, the same pre- 
liminary medication has been em- 
ployed and the same amount of ni- 
trous oxide and oxygen, with the 
same amount of muscle relaxant, has 
been used, the effect of the pentothal 
sodium may be relatively small. In 
this instance megimide, if given in a 
50-mg. dose to such a patient, will 
produce a noticeable result within 50 
seconds. 

In still another instance, if some 
quantity of ether has been added to 
the nitrous oxide and oxygen, megi- 
mide given subsequently will exert 
little effect, probably nothing more 
than a slight increase in the depth 
of respiration. 
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It is often said that after pento- 
thal sodium is administered the pa- 
tient remains in a state so closely 
approaching consciousness that there 
is no advantage in administering 
megimide to hasten recovery from 
anesthesia. Yet I find that I do no 
harm by the giving of megimide, and 
that the postoperative nursing care 
becomes easier when the patient is 
fully awake; moreover, with this 
agent I can increase the activity of 
the reflexes, so that the patient is 
better able to take care of himself 
than he would be if I simply left him 
in a somewhat stuporous state after 
anesthesia with pentothal sodium. 

There are times when, because of 
some unforeseen occurrence, the con- 
dition of the patient is judged to be 
so unsatisfactory that one perhaps 
hesitates to remove the intratracheal 
tube until the patient’s reflexes are 
accelerated. I have had such an ex- 
perience, involving a deformed pa- 
tient in whom maintenance of a good 
airway depended either on leaving 
the intratracheal tube in place or 
restoring the patient’s reflexes. Megi- 
mide served me well in this case. 

On rare occasions a patient may 
be given medication which was not 
intended for him. At such a time it 
would be most important that antag- 
onists be available for the restoration 
of satisfactory respiration. This is 
particularly true among persons who 
are especially sensitive to drugs. 
Under such circumstances one must 
attend the patient for longer than 
usual because the effects of the an- 
tagonist can become dissipated, and 
the narcotic may again bring about 
hypoventilation or even cause the 
patient to stop breathing. 

In such an instance I find that 
amiphenazide (daptazole), adminis- 
tered in a relatively large dose, with 
or without megimide, seems to help 
the patient to breathe. I recall one 
patient, however, who responded to 
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megimide and daptazole, but not to 
my entire satisfaction. I thereupon 
administered levallorphan tartrate 
(lorfan tartrate) after the megimide 
and daptazole had been given, and 
satisfactory respiration was restored. 
That particular experience points up 
the fact that it may be necessary to 
use more than one or two antagonists, 
if the condition is serious, and if one 
is willing to exhaust every possible 
agency to enhance good results. Of- 
ten, a combination of antagonists 
may be the answer to a vexatious 
problem. 

A NEW MANAGEMENT OF 

ANALGESIA-AMNESIA FOR 

CARDIAC CATHETERIZATION 

I shall try to illustrate the im- 
proved results which it appears can 
be obtained through the combined 
use of several drugs. On June 17, 
1957, I was requested to evolve a 
scheme for the management of cardi- 
ac catheterization in children tou 
young to co-operate. On June 18 | 
employed the method I am about to 
describe, and since that time I have 
applied the method among 23 per- 
sons* with cardiac defects and de- 
fects of the great vessels. At the same 
time I have carried out the same 
procedure among 51 children who 
were to undergo tonsillectomy and 
adenoidectomy or operations on the 
eye. In addition, I have anesthetized 
the children with nitrous oxide, oxy- 
gen and ether. 

In only one child (without cardiac 
defects or defects of the great vessels ) 
did I encounter too much respiratory 
depression. Megimide, daptazole and 
lorfan tartrate were administered to 
this child before respirations became 
satisfactory. Of the 23 patients with 
cardiac defects, only one exhibited 
respiratory depression. After 4 hours. 
when the catheterization procedure 
was finished, megimide was adminis- 
tered and the patient made little or 

* As of October 21, 1957, the method has 


been used in 29 cases 
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no effort to breathe for 144 minutes. 
This patient, however, although he 
was 2 years old, weighed only 26 
pounds, and because of weakness, 
never had been able to stand alone 
or to walk. The arterial oxygen satu- 
ration of this patient, breathing air, 
was never higher than 42 per cent, 
which is less than half of what would 
be expected in a normal person. 

This method involves the obtain- 
ing of an estimate from the pediatri- 
cian of how great the risk of cardiac 
catheterization is on the basis of 1 to 
4, 4 being the most marked risk. Such 
a risk was presented by the patient 
I have just mentioned, whose fingers, 
toes and lips were blue, even when 
oxygen was administered. The meth- 
od in question is not one involving 
anesthesia, but is a special applica- 
tion of analgesia and amnesia. Since 
the patient is breathing either air or 
oxygen throughout, it is possible for 
the physician to interpret the data 
obtained during catheterization, to 
carry out Van Slyke tests and to 
reach a definite decision as to the 
lesion or lesions present, provided 
that technical difficulties during the 
course of the test do not make the 
decision difficult. However, so far as 
drug effects are concerned, they 
would not interfere with the test, as 
would be the case if an anesthetic 
agent were administered, particularly 
by inhalation. 

In brief, the method involves a 
visit with the child’s parents so that 
what is about to be done can be ex- 
plained to them. Then the child is 
weighed. Weighing usually is done in 
the morning, the mother having given 
the child an enema the night before. 
A 10 per cent solution of pentothal 
sodium is introduced rectally, calcu- 
lated at 15 mg. per pound of body 
weight, and within 5 to 10 minutes 
the child generally will be asleep. At 
that time four drugs are given intra- 
muscularly, These drugs are levor- 


223 


phan tartrate (levo-dromoran tar- 
trate), 0.2 mg. per 10 pounds of body 
weight; lorfan tartrate, 0.1 mg. per 
10 pounds of body weight; prometha- 
zine hydrochloride (phenergan hydro- 
chloride), 2.0 mg. per 10 pounds of 
body weight; and proheptazine (WY- 
757) or alphaprodine hydrochloride 
(nisentil hydrochloride) may be used 
instead, 1.0 mg. being administered 
per 10 pounds of body weight. After 
20 minutes the dose of nisentil hy- 
drochloride (if it has been used) may 
be repeated. In the case of levo-dro- 
moran, even if the child weighs more 
than 100 pounds and if he is 10 years 
of age or less, the dose must not 
exceed 1.0 mg. 

This technic is based upon the 
weight of the child and is calculated 
against the clock, with due consider- 
ation for the element of risk and that 
of whether or not the child moves. 
Infiltration is carried out with the 
local anesthetic agent in the line of 
incision for venostomy. 

For two or three patients in this 
series the dose was insufficient, so 
that they cried and moved. I did not 
consider the situation in these in- 
stances satisfactory, although the 
physician in charge of the procedure 
felt that it was so much better than 
had obtained before that he said he 
would not complain. For the most 
part, the tests in question require 2 
to 4% hours to complete. During this 
period, sometimes at 30 to 40 min- 
ute-intervals, it may be necessary to 
repeat the administration of nisentil 
hydrochloride. If, at the end of 2 
hours, much of the effect of the pen- 
tothal sodium has almost disappeared, 
and if the physician in charge of ca- 
theterization believes another hour 
or two might be required, it is well to 
repeat the rectal administration of 
pentothal sodium and after 10 min- 
utes to repeat the intramuscular hy- 
podermic injection of levo-dromoran 
tartrate, lorfan tartrate, phenergan 





224 


hydrochloride and_ nisentil hydro- 
chloride. 

Then, at the termination of the 
test and after the tip of the catheter 
has been removed from the heart, 
but before it has been removed from 
the vein, and after the incision has 
been closed, 10 mg. of megimide and 
15 to 30 mg. of daptazole are injected 
through the catheter and the catheter 
is removed. The dose of daptazole 
will depend on the size of the child 
(15 mg. for a rather small child and 
30 mg. for a large one). 

If, during the postoperative period, 
the child does not breathe well, the 
doses of megimide and daptazole 
may be repeated intramuscularly. 
Whenever an agent is injected in- 
tramuscularly into these children, a 
moment of massage at the site of 
injection causes rapid absorption. If 
the blood pressure decreases, one 
may administer 7.5 mg. of either 
wyamine sulfate, or methylphenidy]- 
acetate hydrochloride (ritalin hydro- 
chloride) can be administered intra- 
muscularly to bolster it. This meas- 
ure may be repeated, if necessary. 
My series thus far is too small for 
cardiac arrest to have occurred. If 
this complication should happen, | 
think I would inject, through the 
catheter to the heart, 1° or 2° cc. 
(100 mg. of the agent per cc. of 
solution) of levarterenol bitartrate 
(levophed bitartrate). 

Those patients who represent the 
poorest risks are hospitalized in the 
pediatric ward; those whose condi- 
tion constitutes a good risk will have 
been awake enough so that they do 
not require hospitalization. Previous- 
ly I mentioned a child whose general 
condition represented a grade 4 risk: 
I thought this child tolerated the 
management well, and the pediatri- 
cian thought the child tolerated it 
very well. Actually the child died 
the next morning at 5 o’clock. Un- 
fortunately, necropsy was not done, 
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but the pediatrician assured me that 
he was satisfied with the manage- 
ment I have described herein, and 
he felt it had no relationship to the 
cause of death of the child. There is 
a considerable degree of risk in the 
care of patients such as these, but 
my pediatric colleagues believe that 
the management I have described 
enhances the chance of survival, as 
compared to procedures that had 
been in use previously here. 
COMMENT 

Since this particular method of 
management seems to contribute so 
much to the making of a correct di- 
agnosis, it seems worth while to re- 
port it. I have applied this same meth- 
od of managing small children to 
the management of 2 patients in the 
ophthalmologic services, where diag- 
nosis of the condition of the eye de- 
pends upon the possibility of thor- 
ough examination of the eye. In gen- 
eral, I shall see these patients by 
appointment, meaning that they will 
be outpatients, with the objective of 
abolishing the fear and trepidation 
with which they regard repeated 
examinations of the eyes. 

I believe I have illustrated the 
point that, with the aid of antago- 
nists, it is now possible to administer 
potent drugs in larger doses than ever 
before. This means that preliminary 
medication now can be altered to 
such a degree that the burden placed 
on the anesthetic agent can be lessen- 
ed. Somewhat similarly, in the post- 
operative period pain can be well 
controlled, because the dose of the 
analgesic agent employed can_ be 
large enough to provide comfort and 
the antagonist will ensure safety. 
Here, again, it is seen that a form of 
“balanced anesthesia” has been de- 
veloped that tends to be even more 
nearly “balanced” than anesthesia 
previously has been. 

REFERENCE 
1. Lundy, J. S.: 


Analgesia (Editorial. ) 


Journal-Lancet. (In press.) 
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Nurse Anesthetists: Conditions 
of Employment, 1957 


Josephine B. Bunch, C.R.N.A., Portland, Oregon 
Lillian G. Baird, C.R.N.A., Ann Arbor, Michigan 
Marie McLaughlin, C.R.N.A., and Mary Frances Smith, C.R.N.A., 


South Holland, Illinois 


The need for up to date informa- 
tion concerning the employment con- 
ditions of nurse anesthetists prompted 
the preparation of this report. The 
most recent survey on employment 
conditions made by the American As- 
sociation of Nurse Anesthetists was 
in 1952.' In May, 1957, question- 
naires were mailed to all members of 
AANA for the purpose of obtaining 
information about salaries, hours and 
other factors relating to employment. 

What of Miss Anesthesia 1957? 
For whom does she work? What are 
her hours, her pay and her working 
conditions? Are these conditions of 
employment improving? It is hoped 
that this study will give us some of 
the answers. 


THE RESPONSE 
8,673 questionnaires were mailed 
to members of AANA: 4,528 were 
returned (53%). The replies were 
sorted by state and by ‘hospital size. 
From the replies, 1,946 were elimi- 


Members of ,- AANA 


1957. 


Planning Committee, 


Presented at the Business Session, 24th An 
nual Meeting, American Association of Nurse 
Anesthetists, Atlantic City, N. J., October 
i, 2957. 

1. Bunch, Josephine and Haas, Minnie V. 
Survey of Personnel Practices for Nurse Ane 
thetists, J. Am. A. Nurse Anesthetists 20 
255-259 November 1952 


New Orleans, Louisiana.* 


nated from the analysis in the follow- 
ing categories. 

1. Those from inactive members, 
452;--36%& of the inactive members 
of the association. 

2. Those from members of religi- 
ous orders, 99. These represented 
20% of the Catholic Sister members 
of the AANA. The information could 
not be incorporated in the analysis 
since salaries were not included, hours 
were usually listed as 24 hours a day, 
seven days a week and other ques- 
tions were usually not answered. 

3. Those from members of the 
Armed Services, 276. These represent- 
ed 43% of the members known to be 
working in the Army, Navy and Air 
Force. The data requested were not 
supplied by many of those who re- 
turned the questionnaire, the reason 
being given that such information 
should be obtained from the Office of 
the Surgeon General. 

4. Those that gave “averages” or 
pooled the information from a group 
of anesthetists. Several large depart- 
ments of anesthesia submitted only 
one reply. 

5. Incomplete replies, 1,103. 

Of the discarded questionnaires, 
there was no discernible difference, 
either by region or by hospital size, 
from those retained for analysis. 
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Table 1 

Number Wi, 

Total Questionnaires mailed 8,673 100 

Questionnaires returned 4,528 53 

Eliminated: 

1. Inactive members 452 
2. Sisters 99 
3. Armed Service members 276 
4. “Averaged” or “pooled” replies 16 
5. Incomplete replies 1,103 
1,946 


Response and disposition of questionnaires 


THE ANALYSIS 

The 2,582 questionnaires used for 
study seemed to fall into five catego- 
ries. These were from: Anesthetists 
employed by hospitals, 2,242; “Free 
lance” or “self-employed” anesthe- 
tists, 91; Anesthetists employed by 
oral surgeons, 45; Anesthetists em- 
ployed by physicians, 179, and Anes- 
thetists employed by physicians spe- 


those of other hospital personnel, 
two questions were asked: How many 
years have you been administering 
anesthetists? and, How many years 
on the present job? The response 
showed that the average number of 
years in anesthesia was 10.2 and the 
average years on the present job, 5.0. 
Type of Service 
To determine, if possible, the cov- 


cifically identified as anesthesiolo- erage of anesthesia service for sur- 
gists, 25. gery and for obstetrics, the following 


Table 2 


Numbers of usable replies: 


1. Employed by hospital 2,242 86% 
2. Free lance 91 3.5% 
3. Employed by oral surgeon 45 
4. Employed by physicians 179 10.5% 
5. Employed by anesthesiologists 25 f 

2,582 


Categorized by Types of Employment 


I. The Hospital Employed 


Anesthetist 

Of the 2,242 anesthetists employed 
by hospitals, there were replies from 
every state, Hawaii, Alaska and the 
Canal Zone. The data from these re- 
plies were analyzed both by hospital 
size, and by regions. The five ‘‘vot- 
ing” regions of AANA were used as 
being more familiar to anesthetists 
than the larger number of regions 
used by the American Hospital Asso- 
ciation in its analyses. 

In an attempt to compare the 
“roving” habits of its members with 





questions were asked: Do you give 
anesthetics for surgical cases? Ob- 
stetric cases? Special obstetric cases 
only? The answers showed that 2,034 
(95%) replied Yes to the question 
concerning surgery; 254 (12%) gave 
anesthetics for special obstetric 
cases only; 1,502 (71%) combined 
obstetric and surgical service. 


Hours Worked 
Since anesthesia service, by its 
very nature, must cover a twenty- 
four hour period, seven days a week, 
there were two factors surveyed. How 
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many hours a week (average) do you 
work in surgery? and, How many 
hours a week (average) are you on 
call? Hours on duty: The number of 
hours on duty varied greatly, ranging 
from 4 to 60 a week. The average 
for all hospitals was 37 hours a week. 
Compared to a similar figure in the 
1952 survey, there has been some 
improvement, particularly noted in 
the smaller hospitals. Apparently the 
plan of having anesthetists who are 
to be on call, remain on duty for an 
arbitrary number of hours, is no 
longer practiced so extensively as it 
had been some years ago. 

Hours on call: The second fac- 
tor—hours on call—also showed a 
wide range. The small hospital again 
showed the greater number of hours. 
The combined average hours of ‘“‘on 
duty” and “on call” totaled 89 hours, 
a decrease since 1952 of 10 hours per 
week—89 hours in 1957 as compared 
to 99 hours in 1952. 


Obstetric Call 


A factor that must also be con- 
sidered in the hours on duty is that 
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of obstetric coverage. In reply to the 
question “Does the above include ob- 
stetric call?” 1,254 replied “yes” and 
988 “no.” Of those who replied “no,” 
39 replies gave the number of addi- 
tional hours on call on obstetrics 
alone. The average additional hours 
each week was 27. 


Salary 

Probably the question most often 
asked by administrators and by anes- 
thetists in relation to employment is 
“What is the monthly salary?” 

The analysis here showed that the 
average monthly salary for the hos- 
pital employed anesthetist was 
$450.00. Here, as in the hours, there 
is a difference in the hospital size as 
well as in the regional divisions. The 
range of salaries begins at $200.00 
per month in a small Wisconsin hos- 
pital (168 hours combined duty and 
call, 50 weeks a year!) to above 
$1,000.00 in a few instances. Com- 
pared to the 1952 survey there has 
been improvement, but not in rela- 
tion to national salaries in other fields 
nor to the cost of living. 


Table 3 
Hospital size 0-49 50-99 100-249 250 and over Average 
1952 41 39 40 43 41 
1957 26 34 37 40 37 
Hours on Duty 
Table 4 
Hospital size 0-49 50-99 100-249 250 and over Average 
1952 96 71 47 19 58 
1957 106 79 50 35 52 
Hours on Call 
Table 5 
Hospital size 0-49 50-99 100-249 250 and over Average 
1952 137 110 87 62 99 
1957 132 113 87 75 89 
Combined Hours On Duty and on Call 
Table 6 
Hospital size 0-49 50-99 100-249 250 and over Average 
1952 $350 $350 $344 $337 $345 
1957 $462 $461 $451 $445 _ $450 


Average Monthly Salary by Hospital Size 
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Probably a more realistic measure 
of the salary paid to nurse anesthe- 
tists would be the hourly pay. As is 
sometimes done in industry for com- 
puting “standby” pay—each hour on 
call has been valued at one-third hour 
on duty. Also patterned after payroll 
gauges, the work month was figured 
as 4-1/3 weeks. On this basis the 
hourly rates for 1952 and 1957 were 
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case to $30.00 per case, averaging 
$8.02 per case on call. Smaller fees 
were reported in a few instances 
where minor surgery and obstetrics 
were involved. 

Thirty-two per cent of the mem- 
bers reporting, worked without a 
known salary scale or a scale based 
on a combination of tenure and per- 
formance. Forty-eight per cent re- 


compared. ceived increases based on_ tenure, 
Table 7 
Week hours Hours on call Average 
on duty hourly salary 
1952 41+ (1/3 of 58) 19=60 hrs. x 4-1/3 weeks=260 hours 
per month at $345.00—$1.32 per hour 
1957 37+ (1/3 of 52) 17=—54 hrs. x 4-1/3 weeks=233 hours 


These facts speak for themselves. 
Overtime and call duty: 95% of 
those who replied to the questions 
concerning pay for overtime and for 
call reported that no additional pay 
above the salary was paid for extra 
hours worked or for call. The remain- 
ing 5% gave figures that applied to 
overtime and to call. (The percent- 
ages for call and for overtime were 
so nearly identical that there were 
only 4 replies difference in the nega- 
tive answers. The numbers involved 
were too small to analyze in the final 
tally.) Eight members reported that 
they were paid by the hour for call 
duty, the average for the 8 being 
$2.21 per hour; 23 were paid on the 
basis of a fixed fee for nights on call: 
the amount ranged from $5.00 to 
$20.00 a night and averaged $10.43 
per night on call. Of these 23, 3 re- 
ceived additional pay when they were 
actually called on a case, the average 
being $4.66 per case while on call. 
Seventy-five persons reported that 


they were paid by the case when on 
call, the fee ranging from $3.00 per 


Calculation of Hourly Pay 


per month at $450.00=$1.93 per hour 


20% based on performance. A salary 
differential for members of AANA 
was indicated in 33% of the replies. 
However, this figure would seem ‘to 
be unreliable since many hospitals 
had only AANA members and this in 
itself would not necessarily indicate 
a differential. Would a non-member 
working as an anesthetist receive less 
pay? 
Perquisites 

The custom of supplying room, 
board and laundry to nurses seems 
to be becoming obsolete. The 1952 
survey showed more than 50% of 
anesthetists receiving all or part of 
maintenance, whereas the 1957 analy- 
sis shows only 19%, fewer than 6% 
receiving full maintenance. Room 
was provided for 6% of the anesthe- 
tists reporting. The cash value ranged 
from $5.00 to $60.00 and averaged 
$32.35 per month. 

The use of a room by anesthetists 
while on call was not counted 
“room provided” when the anesthetist 
did not “‘live in.” In one instance the 
anesthetist paid the hospital $30.00 


as 
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AVERAGE WEEKLY HOURS 
BY HOSPITAL SIZE 
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Figure 1 


a month for a room in which to sleep 
while on call! However, in most in- 
stances, no charge was made for use 
of the call room, Provision of room 
by hospitals of various size differs in 
that smaller hospitals do provide 
room oftener than do larger hospitals. 
Regional differences in this custom 
are also noted. (See Table 8). 
Board: All meals were provided to 
4.5% of the anesthetists. The cash 
value ranged from $12.00 to $80.00 
per month, averaging $36.64. Differ- 
ences in hospital size and in regions 
also are noted. (See Table 8). Meals 
while on duty were tallied as “part 
of board” and 9% reported this type 
of service in addition to salary. The 
costs ranged from $4.00 to $45.00 per 
month, averaging $16.76. 


Laundry: Laundry was provided in 
14% of those reporting. In many in- 
stances the scrub gowns were pro- 
vided and laundered by the hospital. 
The cash value placed on laundry 
ranged from $2.00 to $27.00 per 
month, averaging $7.45. Compared 
to the 1952 figures there is a marked 
decrease in the room and board and 
laundry provided in addition to sal- 
ary. Computing the cash value of the 
room, board and laundry and project- 
ing the figure into the entire sampling 
results in an average net of $2.66 per 
month. This could be added to the 
salary to make an adjusted average 
income of $452.66. Comparing a sim- 
ilarly projected figure for 1952 
($370.85) shows a net increase of 
$81.81 in the 5 year period, 
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Vacations 
In addition to salaries and hours, 
vacations and other benefits are im- 
portant factors in evaluating working 
conditions. The average number of 
days vacation is 2 less than five years 
ago—19 in 1952 and 17 in 1957. The 
range is remarkable; from 2 to 90 
days. Tenure affects the vacation 
time, 60% of employers granting 
longer vacations according to length 
of service. The average minimum is 
14 days per year and average maxi- 

mum 21 days per year. 





Table 8 
Region 1 2 3 4 5 
Room 
% receiving 13% 10% 4% 6% 3.5% 
cash value $30.00 $30.00 $30.00 $37.00 $53.00 
Board 
all provided 
% receiving 8% 8% 3% 39 2% 
cash value $44.80 $41.09 $37.20 $35.59 $10.00 
part provided 
% receiving 10% 13% 8% 7% 3% 
cash value $15.23 $16.92 $18.30 $17.57 $19.87 
Laundry 
% receiving 21% 26% 15% 2 Y 18% 
cash value $6.91 $7.49 $9.27 $7.65 $6.65 
| 
| , ° 
Vacations 
days per year 25 2 20 19 17 
Regional Variations in Perquisites 


Professional Meetings 
52% of employers give time in ad- 
dition to vacation for attendance at 
professional meetings. A small num- 
ber, 36.5%, give all or part of the 
expenses for such meetings. Some 
employers do give permission for at- 
tendance at meetings but deduct the 
time from the salary. Several anes- 
thetists commented that attendance 
at meetings was a privilege reserved 

to doctors in their hospitals. 
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Sick Leave 

Days of sick leave allowed each 
year ranged from 0 to 90. In many 
instances no agreement has_ been 
made but the anesthetists “are sure 
it would be fair.” The practice of 
allowing cumulative sick leave or pay 
for unused sick days is rare, being 
allowed by only 6% of employers. 

Physical Examination 

Periodic physical examinations are 
required by 39% of employers. An 
additional number required only an 
annual chest x-ray. 





Other Provisions 

Social Security is paid for 54% of 
the members. 

Group insurance is paid all or in 
part by 22% of the employers. Of 
these, 8% pay all and 14% pay part 
of the cost of the insurance. 

Retirement plans are paid for all 
or in part by 20.5% of employers; 
3.5% paying all and 17% paying 
part of the costs. 

All or part of hospitalization plan 
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costs were paid for by 31% of em- 
ployers; 9% paying all and 22% 
paying part of the costs. 

Some sickness and accident bene- 
fits were paid by 16% of employers; 
11% paying all costs and 5% paying 
part of the costs. 

Other benefits listed by 2% of 
those reporting included “$6,000.00 
life insurance if killed while going to 
or from work,” participation in com- 
pany, government or group insurance 
programs, and in 12 of the 2130 re- 
plies a Christmas bonus, usually 
equal to 2 weeks pay. 

It would be right to add the cash 
value of these benefits to the actual 
cash salary. Since we do not have 
cash figures, this is not possible. 
However, these facts should be con- 
sidered in evaluating the working 
conditions of anesthetists in hospitals. 


Regional Variations 

In addition to the national figures 
there are some features of this survey 
that would be of interest on a region- 
al basis. We have prepared graphs 
showing differences in salary and 
hours on duty and on call. 

Region 1, comprising the north- 
eastern states in which one-third of 
AANA members are employed, shows 
an average salary of $408.00; 39 
hours on duty per week; 41 hours on 
call per week; combined duty and 
call, 80 hours per week. 

Region 2, the southeastern states, 
in which approximately one sixth of 
the AANA members are employed 
shows an average monthly salary of 
$452.00; 38 hours per week on duty; 
57 hours per week on call: combined 
call and duty, 95 hours per week. 


Region 3, the states surrounding 
Lake Michigan, in which one-sixth 
of the AANA members are emploved, 
shows an average monthly salary of 
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$482.00 per month; hours on duty, 
35% per week; hours on call, 50 per 
week; combined duty and call, 85% 
hours per week. 

Region 4, the mid-western states, 
in which one-sixth of the AANA 
members are employed, shows an 
average monthly salary of $459.00; 
37 hours per week on duty; 49 hours 
per week on call; combined call and 
duty, 86 hours per week. 

Region 5, the western states, in 
which one-sixth of the AANA mem- 
bers are employed, shows an average 
monthly salary of $454.00; 31 hours 
on duty per week; 56 hours on call 
per week; combined duty and call, 
87 hours per week. 


Regional variations in perquisites 
and in vacation show that in Region 
1, 13% of hospital employed anes- 
thetists receive room valued at $30.00 
per month; 8% of the members re- 
ceived board at a cash value of 
$44.80 per month; an additional 10% 
received part of board at a cash value 
of $15.23 a month; 21% received 
laundry at a cash value of $6.91 and 
the average days of vacation per year 
were 25. 


Region 2 showed that 10% of hos- 
pital employed anesthetists received 
room valued at $30.00 per month; 
8% of the members received board at 
a cash value of $41.09 per month; an 
additional 13% received part of 
board at a cash value of $16.92 a 
month; 26% received laundry at a 
cash value of $7.49, and the average 
days of vacation per year were 22. 


Region 3 showed that 4% of hos- 
pital employed anesthetists received 
room valued at $30.00 per month; 
3% of the members received board 
at a cash value of $37.20 per month: 
an additional 8% received part of 
board at a cash value of $18.30 per 
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month; 15% received laundry at a 
cash value of $9.27, and the average 
days of vacation per year were 20. 

Region 4 showed that 6% of hos- 
pital employed anesthetists received 
room valued at $37.00 per month; 
3% of the members received board at 
a cash value of $35.59 per month; an 
additional 7% received part of board 
at a cash value of $17.57; 20% re- 
ceived laundry at a cash value of 
$7.65, and the average days of vaca- 
tion per year were 19. 

Region 5 showed that 3.5% of hos- 
pital employed anesthetists received 
room valued at $53.00 per month; 
2% of the members received board 
at a cash value of $10.00 per month; 
an additional 3% received part of 
board at a cash value of $19.87; 18% 
received laundry at a cash value of 
$6.65, and the average days of vaca- 
tion per year were 17. 


II. Free Lance Anesthetist 


91 members reported as “self-em- 
ployed” or “free-lance” practice. 
This represents 3.5% of the usable 
replies (1+ % of the total member- 
ship). The average monthly salary 
was reported as $595.00; the average 
hours on duty per week as 25; the 
average hours on call per week, 124; 
combined duty and call, 149 hours 
per week. 3% were provided room 
in the hospital; 3% received board 
in the hospital; 8% received part of 
board and 12% were provided with 
laundry service. Only 3% days per 
year vacation were reported by the 
free-lance anesthetist. Relatively few 
of the free-lance anesthetists respond- 
ed to the request for a sample of the 
fee schedules. However, the following 
averages for hourly rates and on a 
per case basis represent the national 
picture from the small sampling, the 
largest figure being 39 fees reported. 
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On a case basis the fees averaged: 


For major cases $22.00 
For minor cases 11.25 
For obstetric cases 15.00 


On an hourly basis the fees averaged: 
Major cases: 

First hour $17.80 

Second hour 10.37 
The range of charges on a case basis 
was from $7.50 to $30.00 for major 
cases, and from $2.50 to $15.00 for 
minor cases. No regional pattern 
could be discerned in the charges 
made for free-lance anesthesia 
service. 


Ill. Employed by Oral 


Surgeons 


45 members reported the employ- 
ment by dentists and oral surgeons. 
The average work week was 35 
hours; the average salary $423.00 
per month; 21 had their uniforms 
laundered; 2 of the 45 had their noon 
meals provided; the average vacation 
was 17 days per year. 16 of the 45 
were permitted to attend professional 
meetings; all of the expenses being 
paid by the employer in 4 instances 
and part of the expenses in 3 in- 
stances. Sick leave:—3 reported “as 
much as needed”; 12 reported an 
average of 10 days sick leave. Only 
one-third of those anesthetists em- 
ployed by dentists were paid for sick 
leave. Only 1 of the 45 was required 
to have an annual physical checkup; 
26 of the 45 had Social Security ben- 
efits; 6 had group insurance and 1 
participated in a retirement plan. 4 
had hospitalization benefits and 3 
had sickness and accident benefits. 
2 of the 45 received Christmas bo- 
nuses, $100.00 and $250.00 respec- 
tively. 1 had casualty insurance pre- 
miums paid; 1 had personal liability 
insurance paid and 2 had unemploy- 
ment and disability insurance. 
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IV. Employed by Physicians 

109 members were employed by 
physicians not identified as anesthe- 
siologists. The average hours on duty 
for this group was 32 per week; 
average hours on call, 64; combined 
hours on call and duty, 96. The aver- 
age salary in this group was $464.00 
per month and the average vacation, 
19 days. Additional benefits were re- 
ported by so few that the results 
were not analyzed. 


V. Employed by 
Anesthesiologists 

25 anesthetists specifically men- 
tioned that they were employed by 
anesthesiologists. The average hours 
on duty, 35 per week; hours on call, 
39 per week; combined hours on call 
and duty, 74; and the average month- 
ly salary was reported as $465.00. 
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4% were provided room in the hos- 
pital; none received board in the hos- 
pital; 8% received part of board and 
28% were provided with laundry 
service, and the average days of 
vacation per year were 17. 

The comparison by types of em- 
ployment is made in Figure 4. 


SUMMARY 


The facts have been presented and 
their interpretation in light of vary- 
ing circumstances remains for the 
individual anesthetist or employer. 
The conditions under which nurse 
anesthetists work in 1957 range from 
the situation in which a nurse who 
has worked for five years, on call 
168 hours a week, has had only 6 
days vacation in 5 years for $200.00 
a month, and asks on the question- 
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naire “Would I be unfair to ask for 
an increase in salary?” to the chief 
nurse in a large anesthesia depart- 
ment who answered none of the 
questions because “the salary and 
privileges I receive would not apply 
to the average anesthetist.” They 
range from longer hours and lower 
pay in some areas to “ideal working 
conditions” in others. 

It may not be possible to really 
convey a picture of the nurse anes- 
thetist of 1957 but a summary of the 
data would reveal that: 


1. She is usually employed by a 
hospital. 

2. The hours spent on duty aver- 
age 37 each week. 

3. The hours spent on call average 
52 each week. 

4. She has 17 days of vacation 
each vear. 
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5. She generally does not live in 
the hospital but often does have a 
few meals and her laundry provided. 


6. She has some additional bene- 
fits upon which we (nor she) can put 
a cash value. 

Few complaints were noted. 
Strange as it may seem, the long 
hours and relatively small salary are 
not deterrents to the love of the job. 
Several of the members in each cate- 
gory wrote under the subject “other 
benefits” commending the employer 
and the job. As one member wrote 
“This is the best job anywhere —- I 
wouldn’t change with anyone.” This 
type of reaction was general through- 
out the questionnaires. In addition 
to the hours, salaries, vacations, and 
other factors, we would add as a 
final comment — “Miss Anesthesia, 
1957, likes her job!” 


The authors appreciate the statistical tabulations done by the members of the Executive 
Staff. Statistical analysis and assistance in preparing the questionnaire and the report were 


the work of Miss Alyce Graham, Counselling and 


Testing Service, 


Roosevelt University, Chicago 
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The Relationship of the Placenta to 
Anesthesia and Analgesia 


Homer Smith Ellsworth, M.D.* 
Salt Lake City, Utah 


The obstetrical anesthetist is in the 
same position as the physician who 
care for a patient at delivery, in that 
they have a dual responsibility—two 
lives to preserve simultaneously, that 
of the mother and the child. 

It has been my experience that 
each anesthetist, with very few ex- 
ceptions, realizes this sometimes 
more than her physician colleagues. 
They are rightfully concerned about 
the newborn anoxia that may be im- 
pending from the analgesia, over 
which they had no control. They are 
even more rightfully concerned about 
further depression from the anesthet- 
ic drugs they administered and do 
control. 


The purpose of this discussion is 
to try to get the anesthetist to pur- 
posefully think not only of adjusting 
the knobs on the machine, applying 
the blood pressure cuff, taking the 
blood pressure, checking the airway, 
etc., but also to have her spend some 
time in reflecting as to just what is 


* Obstetrician and Gynecologist, Salt Lake 
City, Utah, Consultant, Latter Day Saints 
Hospital. 


Presented at the meeting of the Western 
States Section of Nurse Anesthetists, Salt Lake 
City, Utah, 


actually happening to the analgesic 
drugs the patient has received before 
delivery, and just what at that mo- 
ment is happening to the anesthetic 
which is being disseminated through- 
out the respiratory tract. All are 
vaguely aware and would probably 
reply, if asked, that both anesthetic 
and analgesic are picked up by the 
blood stream and transmitted to the 
fetus. 

The placenta is the organ of this 
transfer. Let us consider the placenta, 
not as regards its anatomy with ma- 
ternal and fetal surface membranes, 
etc., which you all know, but as re- 
gards the method of transfer of sub- 
stances through it to the fetus. 

Only when enough anesthesiolo- 
gists, obstetricians, and physiologists 
become acutely interested in this 
problem will an ideal analgesic and 
anesthetic be found. 

The placenta may be considered as 
a wall which separates maternal and 
fetal circulations, but through which 
certain constituents pass unaltered or 
altered from one side to another. One 
side of this wall is made up of the 
fetal endothelial lining of the villous 
capillaries, The other side consists of 
the trophoblastic epithelium which 
covers the villi! From an anesthe- 
tist’s point of view, this wall in the 


November, 1957 


individual villi is the key to the 
whole problem of analgesic or anes- 
thetic depression in the newborn. 


The time will come, I am sure, 
when a satisfactory drug will be 
found that will not pass this placen- 
tal barrier. At that time, it will be 
possible to get more satisfactory pain 
relief, without the present day fear 
of anoxia in the newborn. This vil- 
lous wall barrier, or semi-permeable 
membrane, whatever you choose to 
call it, has some extremely interest- 
ing characteristics that are not those 
of a true semi-permeable and which 
are unique to the placenta as far as 
I know. 


Before discussing this passage of 
these drugs further, we should note 
that the permeability of this wall 
increases as the pregnancy advances. 
With advancing pregnancy, this bar- 
rier, normally a 2-3 cell thick wall, 
becomes even more attenuated. The 
number of villi increase so that at 
term, and at the time we give our 
pain relieving drug to the parturient, 
permeability is at its peak. 


For example, it has been shown 
that using radioactive sodium as a 
tracer substance, the amount of sodi- 
um transferred across each gram of 
placenta in one hour increased from 
less than one milligram in the first 
trimester to over six milligrams at the 
thirty-eight week.” 


Keeping this fact in mind, let us 
first discuss the exchange of gaseous 
substances. Primary in our interest 
is the exchange of oxygen. This is of 
transcendent interest because of the 
effect that oxygenation has upon the 
immediate and future health of the 
newborn child. There is increasing 
evidence that faulty paranatal oxy- 
gen is not only responsible for count- 
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less deaths, but may also be respon- 
sible for damaged brains with result- 
ant cerebral palsy and related clini- 
cal manifestations, 


A word about the available oxygen 
supplied to the fetus by the mother. 
Beneath the placental site, the spiral 
arterioles of the mother dilate and 
communicate with the _ intervillous 
spaces. The blood leaves this inter- 
villous space by way of the enlarged 
marginal sinus which communicates 
with the large maternal decidual 
veins. The villi are therefore bathed 
in semi-arterial blood from the moth- 
er which is shunted across this pla- 
cental lake.* 


Thus, we see that a stream of only 
moderately well oxygenated or ve- 
nous blood from the mother enters 
the placenta, comes in intimate con- 
tact, but does not mix with the fetal 
blood stream which is even poorer 
in oxygen. 

In fact, Eastman has pointed out 
that the partial pressure of the oxy- 
gen presented to the fetal blood is 
less than that which is found on the 
top of Mount Everest. Every think- 
ing anesthetist, therefore, should be 
aware of this low available oxygen 
pressure to the fetus — a pressure 
which would not be able to sustain 
life were it not for three ingenious 
adaptations which nature has pro- 
vided for the fetus. 

1. It has been shown in animals 
that the fetal and maternal blood 
streams flow in opposite directions.‘ 
This has not been proven true in the 
human, but Spanner’s investigation 
reveals a functionally similar mecha- 
nism.° This has an advantage in that 
the fetal blood has a chance to be- 
come saturated, or in equilibrium 
at the arterial end of the maternal 
blood stream rather than the venous 
end. The advantage can easily be 
seen in graphic form. 
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the numbers used have no real significance and are strictly illustrative to show the equa 
lization or oxygen tension thru the capillary membrane in 
A. Where the blood flow in mother and fetus is in opposite directions 
B. Where the blood flow in mother and fetus are in the same direction. 


Effect of Maternal and Fetal Blood Streams Flowing in Opposite and the Same Direc- 


tions (Adapted from Mossman). 


2. The total amount of hemoglobin 
in the fetus is increased. This is the 
same adaptation that occurs in adults 
who live in a high altitude. 


3. The fetal hemoglobin is of a 
special type, which is better adapted 
to take up more oxygen at any given 
pressure than is the hemoglobin of 
adults. 


For example, it has been shown 
by Dr. Donald H. Barron of Yale 
University® that in sheep with an 
oxygen pressure of only 20 mm. of 
mercury, which is a very low pres- 
sure, that the blood of the adult ewe 
would be less than 20% saturated 
with oxygen, whereas the blood of 
the fetus with its particular type of 
hemoglobin would be 60% saturated. 
This represents the third safeguard 
for the fetus and it is to be able to 
withstand levels of oxygen pressure, 
which would prove fatal to an adult. 


It is only because of these mecha- 
nisms that the fetus can maintain 
satisfactory oxygenation. It behooves 
the anesthetist to provide sufficient 
oxygen with the anesthetic agent, to 
allow the partial pressure of oxygen 
to be sufficient, so as not to jeopard- 
ize the smallest of the two patients 
for which she is caring. 


In addition, so long as normal 
healthy conditions prevail in the pla- 
centa, a reservoir of oxygen, in com- 
bination with hemoglobin, is consis- 
tently present to provide for the 
needs of the fetus. This reservoir has 
been calculated to amount to at least 
40 cc of oxygen in the human fetus 
at term. This is another safety factor 
which exists, but is often jeopard- 
ized by poor anesthesia. 


It should be borne in mind, that ac- 
cording to Drs. Whitacre and Cress- 
man,’ that it requires five to ten 
minutes before the infant benefits 
from the oxygen administered to the 
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mother. If this is true, then every 
nurse anesthetist should realize that 
once a patient has become anoxic, 
this reservoir of oxygen in the pla- 
centa has been utilized by the baby, 
and it requires from five to ten min- 
utes before it can be completely 
replaced. 


Also, from a practical standpoint, 
it would make one wonder about the 
current practice of flushing the pa- 
tient with oxygen, as the baby is de- 
livered. Such increased oxygenation 
to the mother will often lighten the 
anesthetic enough to permit the pa- 
tient to vomit, or attempt to vomit, 
as you all know. 


Since it requires five to ten min- 
utes for oxygen to get to the baby, 
and since most placents have separ- 
ated, or the cords have been clamped 
before this period of time elapses, | 
wonder if the risk involved to the 
mother by increasing the oxygen is 
of value in view of the questionable 
results in the fetus. 


Gaseous anesthetics are transmit- 
ted through the placenta, in the same 
fashion as the oxygen which we have 
discussed, and are transmitted to the 
fetus in direct proportion to the par- 
tial pressure which they exert from 
the maternal blood stream. 


Consequently, it follows that the 
fetus, after 10-15 minutes of anes- 
thetic drug to the mother, receives 
these gases directly in proportion to 
the amount being administered. One 
other thing we should not fail to 
mention is that sedation or anesthesia 
should not-be blamed for every case 
of respiratory depression in the new- 
born. In many cases of precipitous or 
hard labors, or in tetanic contraction 
of the uterus, the intrauterine pres- 
sure may be elevated to such a de- 
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gree, or be maintained at a high 
enough level to force the blood out 
of the placental lake and force it 
back into the uterine veins, or even 
the maternal arterial system. The vil- 
li may then be deprived of oxygen 
and if the condition persists for a 
sufficient time, asphyxia of the fetus 
will follow — this completely unre- 
lated to the administration of either 
analgesia or anesthesia. 


Before we pass on to a considera- 
tion of analgesic drugs, let us reiter- 
ate the important factors concerning 
the fetus, so that each anesthetist 
may better realize her position as 
regards neonatal asphyxia. 


First of all, the partial pressure of 
oxygen available to the fetus is of a 
sub-critical level. This handicap is 
overcome by the three adaptations 
which are made by the placenta and 
fetus: 1. Functionally, the maternal 
and fetal blood course in opposite 
directions in the placenta providing 
for increased oxygenation of the 
fetus. 2. The fetus has greater 
amount of hemoglobin per kilo of 
body weight than the adult. 3. The 
hemoglobin is a different character 
to allow more oxygen carrying 
capacity. 

It is the responsibility of each 
anesthetist to see that adequate oxy- 
gen is available to the fetus so that 
these safeguards are not compro- 
mised. Then, and only then, will the 
grave danger of fetal anoxia be 
prevented. 


As regarding analgesics, as well as 
other drugs which are given to the 
mother, the placenta is an interesting 
organ of transfer. Some drugs go 
through very poorly, that from the 
chemical structure you would expect 
to pass easily. Even more interesting 
than this, we have substances such 
as fructose which pass through readily 
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to the fetus, but are unable to pass 
back again to the maternal side. 

Some drugs, such as curare,* have 
been shown by recent studies to be 
fixed or neutralized in the mother, 
almost immediately upon their ad- 
ministration, leaving only a_ small 
fraction available for placental pas- 
sage. This process, of being fixed in 
the tissues of the mother, may also 
be true of other substances, which we 
now suppose not to pass the placental 
barrier and which really do pass. 
However, they are not available in 
large enough amounts as to be 
determinable. 


Unfortunately, however, most of 
the commonly used analgesic agents 
readily pass the placenta. However, 
because of the small amounts of anal- 
gesic drugs which can be given safely 
to the mother, no real quantitative 
studies have been done. 


| was fortunate enough to work 
with Dr. Eddie Way on the placental 
passage of Demerol® and it can be 
easily demonstrated that Demerol, 
which is undoubtedly the most com- 
mon or next to most common obstet- 
rical. analgesic, readily passes the 
placenta. Accurate quantitative deter- 
minations could not, however, be 
done because the chemical method 
was not sensitive enough. This is 
similarily true of the barbiturates, 
though quantitatively they have been 
better studied. It has been shown by 
Hellman and Shettles,’° for example, 
that pentothal sodium will in ten to 
twelve minutes show equal concentra- 
tion of the drug in mother and child. 
This again is important from a prac- 
tical standpoint in the use of intra- 
venous barbiturates at section. De- 
spite adequate oxygenation which we 
have discussed, the barbiturates will 
pass the placenta and depress the 
fetus. 
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Anesthetic doses then, of intrave- 
nous barbiturates should not be ad- 
ministered for longer periods than six 
to eight minutes prior to delivery, 
because after this period of time, they 
will produce anesthetic levels of bar- 
biturates in the fetal circulation. 


One other thing that I should like 
to mention here, which is only my 
opinion—all drugs given to the wom- 
an in labor should be given intrave- 
nously or intramuscularly. It is a 
well substantiated fact that the gas- 
trointestinal tract of a woman in ac- 
tive labor cannot be relied upon for 
motility or absorption, so that there 
can be no controlled dosage with 
oral administration. This offers an 
adequate explanation for the com- 
monly noticed phenomena, in which 
a woman who has received massive 
doses of analgesic barbiturates, for 
example, may have little fetal depres- 
sion because there has been no ab- 
sorption from the gastrointestinal] 
tract, consequently, no maternal 
blood level and no passage to the 
fetus. The converse may also be true. 
I am sure that each anesthetist here 
has noted, on numerous occasions, 
patients who have vomited food taken 
literally hours prior to delivery, and 
patients who have vomited up un- 
digested, unabsorbed barbiturate cap- 
sules given long periods prior to 
parturition. 

Other substances have been shown 
to qualitatively pass through the 
placenta to the fetus. P.S.P. dye 
passes readily both ways. It can be 
obtained in maternal urine by injec- 
tion of the dye into the fetus and 
vice versa. 

The placenta has also been found 
to be permeable to alcohol, chloro- 
form, ether, morphine, hyoscine, 


atropine, physostigmine, pilocarpine, 
ephedrine, the barbiturates, arsphen- 
penicillin, 


amine, sulphanilamide, 
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streptomycin, aureomycin, thiouracil 
and various salts of sodium, potassi- 
um, copper and bismuth,'! as well 
as several other drugs not mentioned 
and some which we will discuss. The 
amino acids readily pass,'* but the 
plasma proteins on the other hand, 
because of their large molecular size, 
are retained on the maternal side. 
Here is a good example of the lack 
of permeability of the placenta be- 
cause of molecular size. 


It would be comforting indeed if 
we had an effective analgesic of suffi- 
cient molecular size to prevent its 
transference to the fetus. Then the 
immediate post delivery wear and 
tear on the anesthetist and obstetri- 
cian alike could be avoided. We all 
have, I am sure (I know that I have 
when delivering an infant, and I am 
sure that the anesthetists who work 
in our hospital have), that two to 
three minute anxious period when the 
baby is anoxic or apnoeic, and if this 
period of anoxia persists our adrenals 
contract, the pressure is on, and the 
vague abdominal distress of our 
ulcer commences. 


Unfortunately, with this added 
strain, many babies are subjected to 
unsound and unwise therapy as each 
nurse anesthetist is aware. In this 
stress situation, the teachings of Dr. 
DeLee that were taught to nearly 
every physician are forgotton, in 
which we were told to keep the baby 
warm, clear the respiratory tract and 
give oxygen. Such an area of trauma 
to the physician and anesthetist 
could be avoided, with the develop- 
ment of an ideal analgesic that could 
not get to, or affect the child by some 
various means. 


As I see it, there are three ways 
this may come to pass. First, as we 
have already mentioned, by the de- 
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velopment of an analgesic drug that 
does not pass this placental barrier, 
either because of the size of its chem- 
ical structure, or because it is fixed 
or neutralized by the maternal tissue. 
The second way that might be feasi- 
ble, is by blocking the placenta with 
some drug so that certain analgesics 
could not pass. Such is now being 
done, as most of you know, in the 
tubules of the kidneys by a substance 
called Probenecid. This substance 
effectively blocks the tubules, so that 
penicillin is not excreted but is re- 
tained on the vascular side. A sub- 
stance which could exert a Probene- 
cid like action on the placental wall, 
so that analgesics would not pass 
through the fetus, would help prevent 
fetal depression and anoxia. The third 
possibility is the development of a 
drug that would be a complete instan- 
taneous antagonist to the analgesia 
that the baby has received. This area 
of research is being investigated at 
this time and there is now in exis- 
tence a drug, of which you are all 
aware, called N-allylnormorphine 
which is an excellent antagonist to 
morphine, With this drug, it has been 
shown that the time of respiration in 
a patient, who is deeply depressed 
with morphine, can be dramatically 
improved. Were related antagonistic 
compounds to other analgesics avail- 
able, their immediate administration 
to the newborn might well circum- 
vent serious neonatal asphyxia with 
a resultant decrease in newborn 
deaths, cerebral palsy and the clini- 
cal manifestations of postanoxia of 
the newborn. 


These three possibilities for the 
development of an ideal analgesia are 
purely personal speculation, and at 
this point in the investigative re- 
search, they can be relegated almost 
to the area of dream fantasy. How- 
ever, it is my hope in allowing myself 





242 


the pleasure of this speculation, that 
if more people become interested in 
this problem, an eventual non-toxic 
ideal obstetrical analgesia will be 
obtained. 


Unfortunately, from a_ practical 
everyday standpoint, as each of you 
is clinically aware, and as we have 
discussed, the commonly used anal- 
gesic and anesthetic’ drugs in your 
hospital readily pass the placental 
barrier. Gaseous anestheticts most 
certainly do. Demerol, the barbitu- 
rates and hyoscine all do. 


So in summary, it behooves each 
nurse anesthetist to be aware of the 
critical level of oxygen that exists 
for the fetus. And it is my hope, that 
each of you will give the subject of 
placental passage of these drugs some 
reflective consideration. The time 
may well come, when we will be able 
to find an ideal drug to prevent neo- 
natal asphyxiation, increase our sal- 
vage of the newborn infant and pre- 
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vent the crippling effect of neonatal 
anoxia. 
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Accidental Cardio-Respiratory Arrest 


Edward J. Hruska, M.D.* 
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Accidental cardio-respiratory ar- 
rest is a condition which is not rare; 
it occurs on the average of once a 
year in every hospital with a busy 
surgical service. This condition pre- 
sents the most urgent emergency in 
diagnosis and treatment. Inadequacy 
in handling is common in a general 
surgical service and even more so in 
the surgical specialties. 

Cardio-respiratory arrest occurs 
most commonly in the operating 
room, as surgery and anesthesia pre- 
dispose to it. Where it occurs as a 
terminal event in a mortal disease 
such as coronary occlusion it is irre- 
versible. However, where it occurs 
accidentally, such as the result of 
hypoxia or reflex action, there follows 
a period of time in which the condi- 
tion is reversible. 

The pathology of cardio-respira- 
tory arrest is that of anoxia. Com- 
plete anoxia in man produces in 


10 seconds 
loss of consciousness 
20-30 seconds 
cessation of E.E.G. waves 
3-5 minutes 
irreversible changes in the cerebrum 
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The medullary centers can survive 
25-30 minutes of complete anoxia 
and the spinal centers 45-60 minutes 
of anoxia. 

Courville, in his classic monograph 
on anoxia, states that the pathologi- 
cal changes found in the brain are 
proportional to the severity and dura- 
tion of the anoxic episode and the 
length of the survival period. Path- 
ological changes ranging trom edema, 
petechial hemorrhages, and necrosis 
of individual nerve cells to complete 
cortical degeneration may be found. 
The longer the survival period fol- 
lowing the anoxic insult, the greater 
the number of astrocytes and micro- 
glial proliferation. 

Where anoxia has persisted to the 
point of irreversible change in the 
cerebrum, varying disabilities may 
be sustained. Where life has been 
maintained, but severe damage sus- 
tained the patient may be left a vege- 
tative organism, a burden to himself 
and to society. Lesser degrees of dam- 
age may result in deafness, blindness, 
Parkinsonism, athetoid and chorei- 
form movements, speech defects, and 
emotional disturbances. 

Circulation and respiration can fail 
simultaneously, but more commonly 
one system fails before the other. 
Since both systems are interdepend- 
ent, one cannot function without the 
other. 
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Accidental circulatory failure can 
be regarded to be of two fundamental 
types: 

1. Circulatory collapse; typified by 
shock. 

2. Cardiac arrest; produced by 
factors acting on the heart or upon 
centers controlling the heart, with 
the result that the heart is rendered 
ineffectual as the motive force in the 
circulation. 


Among the most frequent causes of 
respiratory arrest are: 1. Paralysis of 
the respiratory muscle; muscle re- 
laxant drugs and spinal anesthesia 
involving the cervical segments of 
the spinal cord. 2. Paralysis of the 
respiratory center; hypnotics, narcot- 
ics, and anesthetics. 3. Reflex effect; 
occurring under light general anes- 
thesia from a maximal stimulus. 4. 
Anoxia; as a result of respiratory ob- 
struction, or the inhalation of insuffi- 
cient oxygen in the respired anesthe- 
tic gas mixtures. 


Cardiac arrest may take one of 
two forms: 1. Ventricular fibrillation 
in which the ventricles are described 
as without propulsive force due to 
worm-like contractions. The individ- 
ual fibers are contracting and relax- 
ing without synchronization. Clinical- 
ly, ventricular fibrillation is often 
preceded by auricular and ventricu- 
lar extra-systoles, ectopic beats, 
tachycardia, and irregular ventricular 
rhythms, any one of which may be a 
precursor to ventricular fibrillation. 
The predisposing factors include such 
anesthetic drugs as ethyl chloride, 
chloroform, cyclopropane, and anoxic 
states, emotional states with increased 
epinephrine production and certain 
drug combinations: cyclopropane- 


epinephrine and cyclopropane- 
pituitrin. 2. Cardiac standstill, in 
which the asystolic heart may devel- 
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op as a result of an overwhelming 
vagal reflex, or as the result of anoxia 
with progressive weakening of each 
contraction. There is usually some 
degree of dilatation and the irritabil- 
ity is low. Attempts to increase car- 
diac irritability may result in ven- 
tricular fibrillation. 

Certain pharmacologic considera- 
tions are essential in understanding 
the pathologic physiology of this dire 
emergency, 

The analeptic drugs such as cora- 
mine, metrazol, caffeine, and strych- 
nine serve to aggravate the existing 
anoxia of the central nervous system, 
by stimulating it and increasing its 
oxygen consumption. 

Epinephrine increases the force of 
muscular contraction of the heart, by 
direct effect on the myocardium and 
conducting tissues. It increases myo- 
cardial irritability and oxygen con- 
sumption. Administered to the fail- 
ing heart or one in which a pre-fibril- 
lation arrhythmia exists, it may ini- 
tiate ventricular fibrillation. 

Procaine, administered  intrave- 
nously, diminishes irritability of the 
myocardium and conducting tissues. 
Experimentally, it raises the fibrilla- 
tion threshold of the ventricles, but 
does not completely protect against 
fibrillation. Clinically, it is useful in 
treating arrythmias appearing under 
anesthesia. Its use in defibrillation is 
questionable, although reports have 
appeared claiming its successful use. 

The belladonna drugs, atropine 
and scopolamine, serve to block vag- 
al influences from acting on the sino- 
auricular pacemaker. 

Digitalis intoxication, when pro- 
ducing ventricular arrhythmias, pre- 
disposes to ventricular fibrillation 
under anesthesia. 

Quinidine, by diminishing cardiac 
irritability and slowing conduction of 
impulses, reduces the hazard of fibril- 
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lation. It has attained considerable 
favor in some quarters, as a prophy- 
lactic to be used preoperatively, in 
the presence of certain arrhythmias. 


Respiratory arrest does not present 
any problem in diagnosis for it is 
easily observed. However, the recog- 
nition of cardiac arrest may be and 
often is quite difficult. Where the 
operative wound does not permit the 
palpation of the heart or major ar- 
tery, there is little reliable guide for 
diagnosis. A vast majority of patients 
are doomed, because precious minutes 
are lost in searching for a_ stetho- 
scope, frantic palpation of different 
arteries, and hasty consultation with 
colleagues to judge a situation with 
which they are very often unfamiliar. 
Opening of the thorax is the only 
conclusive procedure. 


Two aims are apparent in the 
treatment of cardio-respiratory ar- 
rest. The first and immediate goal is 
to deliver oxygen to the tissues. This 
first aim is attained by simultaneous- 
ly providing ventilation of the lungs, 
with artificial respiration and artifi- 
cial circulation by cardiac massage. 


Artificial respiration should be car- 
ried out with 100% oxygen. Addi- 
tion of carbon dioxide is unnecessary 
since the patient’s blood already con- 
fains an excess amount of carbon 
divide, resulting from natural met- 
abolic processes. 


In the operating room where car- 
dio-respiratory arrest is most likely 
to occur, artificial respiration is best 
accomplished by manual compression 
of the rebreathing bag of the anes- 
thesia machine; a force of 15 to 
20 mm. of Hg is usually necessary 
to accomplish adequate ventilation. 
An adequate free airway must be 
obtained; if necessary an endotra- 
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cheal tube should be inserted. 

At present, the most feasible 
means of providing artificial circula- 
tion is cardiac massage. This method 
employs the heart as a pump, but 
the force is provided by the opera- 
tor’s hand and this requires adequate 
exposure of the heart. 

The direct approach through the 
chest wall, by means of a transverse 
incision in the fourth left intercostal 
space, with division of the fourth and 
fifth costal cartilages, is considered 
superior to an abdominal incision 
with an attempt to reach the heart 
through either an intact or incised 
diaphragm, The heart is grasped and 
compressed firmly at a rate of 20 to 
40 times a minute, depending on the 
adequacy of filling of the ventricles 
between compressions. With effective 
massage, the radial pulse can often 
be felt and a blood pressure as much 
as 60 to 70 mm. Hg. obtained. 

When artificial respiration and cir- 
culation have been attained, the sec- 
ond aim of resuscitation may be pur- 
sued without haste or confusion. The 
second aim is to establish spontaneous 
heart action and respiration. 

The recommended treatment for 
ventricular fibrillation is serial de- 
fibrillation. In this technique an 
electric current of 1.0 amperes (60 
cycles) is passed through two brass 
discs, 2-3 inches in diameter, which 
are applied to the sides of the heart. 
Each shock lasts less than one sec- 
ond; 1-2 seconds elapse between 
shocks; 3-7 shocks should suffice. 
The rationale is to merge small fibril- 
lating areas into larger ones, and then 
to stop the entire fibrillation process 
with one final shock. The electrodes 
can be kept sterile in the operating 
room and application is simple once 
the heart is exposed. 

After defibrillation, the situation 
is identical with cardiac standstill 
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and effective massage is the most im- 
portant measure, until spontaneous 
rhythmic contractions are resumed. 
When contractions start they may be 
quite feeble. At this time the admin- 
istration of 0.2 to 0.5 cc of a 1:1000 
solution of epinephrine into the right 
auricle or ventricle will often help 
strengthen the heart beat. This is 
perhaps the only place for the ad- 
ministration of epinephrine in cardiac 
resuscitation. 

Resumption of spontaneous respir- 
ation does not require any specific 
measures. If proper oxygenation of 
the brain has been maintained, res- 
piration will be established when the 
respiratory center recovers from the 
depression incident to the cardio-res- 
piratory arre*t. 

In order to further the establish- 
ment of complete recovery, adjunc- 
tive therapy is desirable: continua- 
tion of inhalation therapy through a 
free airway, and attention to main- 
taining an adequate urinary output, 
by supplying sufficient fluids and 
electrolytes are indicated. Prophy- 
lactic measures for the prevention of 
pulmonary infection, hypostatic con- 
gestion, and distention of the bladder 
are necessary. 

In general, where prompt diagnosis 
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has been followed by prompt and 
efficient treatment, the heart can be 
restarted. Age of the patient and 
status of the myocardium, prior to 
the cardiac arrest and the duration 
of the anoxic insult, will ultimately 
determine whether the heart can be 
returned to normal activity. 

The effects on the nervous system 
are determined by the duration and 
intensity of the anoxia. If the cardio- 
respiratory arrest has not exceeded 
3-5 minutes, complete recovery may 
be expected. Slightly longer periods 
of arrest may be followed by more 
stormy periods of convalescence, 
with varying degrees of neurological 
sequelae. 


SUMMARY 


Prompt diagnosis and prompt ther- 
apy are essential for successful resus- 
citation from accidental cardio-res- 
piratory arrest. Treatment must be 
boldly executed according to a care- 
fully worked out plan, consisting 
essentially of artificial respiration 
with 100% oxygen and cardiac mas- 
sage. The success or failure of such 
a program depends entirely on the 
length of time the brain is without an 
effective blood supply. 
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The Anesthetist’s Responsibility 
for an Adequate Medical Record 


Sister Charles Borromeo, S.C., C.R.L.* 
Pittsburgh, Pennsylvania 


As a Medical Record Librarian, 
naturally my primary interest rests 
with medical records. I have been 
asked by your organization to review 
the standards as they specifically 
apply to records of, by and for the 
Department of Anesthesia, including 
the Recovery Room, and the Legal 
Aspects of such records. The art and 
science of anesthesia have advanced 
a long way in this twentieth century, 
and are recognized as essential in the 
end results of surgery and obstetrics. 
There are, therefore, certain require- 
ments to be met to maintain safety 
and efficiency in the use of the vari- 
ous types of anesthesia, and for the 
protection of the patient and the hos- 
pital through its records. 


REQUIREMENTS 


First—The Department must be 
well organized and be under the di- 
rect supervision of a physician—one 
who has profound knowledge of his 
specialty and knows how to evaluate 
the risk involved. 


Presented at the Middle Atlantic Assembly 
of Nurse Anesthetists, May 23, 1957. 


"Medical 
Hospital. 


Record Librarian, Pittsburgh 


Second—The Department must be 
staffed by competent assistants. Such 
assistants are usually nurse anes- 
thetists who have specialized in the 
field of anesthesia. Inasmuch as they 
are not physicians licensed to admin- 
ister drugs, they, too, must be under 
medical supervision. 


Third—Pre-anesthetic examination, 
which includes a complete physical 
examination of each patient with 
laboratory studies, should be made 
and recorded before a general anes- 
thetic is administered. A statement 
relative to the operative risk should 
be indicated by A B C D or 1 2 3 4. 
The Anesthesiologist may be request- 
ed by the surgeon to also evaluate the 
patient and determine the anesthetic 
best suited. This examination and 
findings should be recorded. 


Fourth — Complete records of all 
anesthetics administered in the hos- 
pital are essential, Such reports 
should show the condition of the pa- 
tient previous to and during the oper- 
ation with pre and _ post-anesthet:c 
medication. Note of any complication 
should be recorded—during the in- 
duction of anesthesia, such as nausea, 
emesis, cyanosis or anoxia: 
maintenance of anesthesia, suc) as 


durins 
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quality of pulse, degree of muscular 
relaxation, abnormal respirations; 
during recovery period, such as oc- 
currence of vomiting, respiratory de- 
pression, laryngeal spasm or 
cyanosis. 


RECOVERY ROooM 


One of the most significant ad- 
vances in the management of the 
surgical patient is the recovery room 
unit or post-anesthesia recovery 
room, sometimes known as P A R 
Unit. This unit is beneficial both to 
the anesthesiologist and to the pa- 
tient. The anesthesiologist immedi- 
ately becomes the internist in the 
operating room and acts as a medical 
consultant to the surgeon. In this 
unit the patient is observed and 
treated by the anesthesiologist in the 
early hours following surgery. All 
care and measures are provided to 
revivify the patient to consciousness, 
and promote a maximum of vital 
physiologic function, which function 
may have been impaired by compli- 
cations of anesthesia or haphazard 
immediate post-operative care. The 
various problems and complications 
which occur in patients recovering 
from anesthesia and are treated in 
the recovery unit are—pain, respira- 
tory abnormalities, circulatory col- 
lapse, cardiac dysfunction, neuro- 
muscular aberrations, and gastroin- 
testinal problems. 


PHYSICAL ORGANIZATION 


The basic requirements to be met 
in establishing such a unit are that 
it: (1) adjoins the operating room: 
(2) has a sufficient number of beds 
and adequate equipment. 

The equipment necessary for such 
a Unit falls in four classes— 

(a) Installed or permanent equip- 
ment, such as piped oxygen outlets, 
sinks, cabinets, etc.; 
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(b) Portable equipment such as 
beds, stretchers, bronchoscopic ap- 
paratus, stethoscopes and _ various 
trays; 

(c) Supplies, i.e. sterile sets, 
needles, cut down blocks, records, 
eic.; 

(d) Drugs for pain control, circu- 
latory aids, fluids and sedatives. 


PERSONNEL 


The personnel of the unit is in 
three categories—professional, nurs- 
ing and service. The overall super- 
vision is under the jurisdiction of the 
Department of Anesthesiology. The 
Anesthesiologist and Nurse Anesthe- 
tists have the responsibility for in- 
structing all personnel in the art of 
resuscitation, awakening of the pa- 
tient and in the management of any 
complication. They are in constant 
attendance. 


The nursing personnel is specially 
trained by the Anesthesiologist and 
Nurse Anesthetists and must meet 
certain prerequisites. Their greatest 
asset is the awareness of their 
limitations. 


Other personnel such as orderlies 
and nurses’ aides are necessary to 
perform such duties as transfer of 
patients, restraining uncooperative 
patients and securing and maintain- 
ing supplies and equipment. 


RECOVERY RoomM RECORDS 


A form of recovery room record is 
especially useful, as it provides for 
the complete recording of the pa- 
tient’s condition from the time he 
leaves surgery until he arrives in his 
room. Two types of records are rec- 
ommended for the function of the 
recovery room—(1) graphic vital 
sign record which is similar to the 
ordinary anesthetic record; it pro- 
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vides a graph for blood pressure, 
pulse and respiration, space for medi- 
cation and any remarks pertinent to 
the patient, and the care provided; 
(2) fluid balance sheet on which is 
recorded the intake and output of 
all fluids. 


LEGAL ASPECTS 


In this legal and  suit-conscious 
era, malpractice hazards are gaining 
importance steadily. No _ legislative 
body could be wise enough to con- 
template all the incidents involving 
such legal matters that might occur 
in the practice of medicine. In a 
large measure, the professions them- 
selves set the standards of practice 
in any given situation, and the law 
merely requires that these standards 
be met by the members of the profes- 
sions. Therefore, all persons in the 
medical professions are subject to the 
basic laws of liability. Any one who 
is not a licensed physician who ad- 
ministers anesthesia must do so under 
supervision. Although the nurse anes- 
thetist has met all the requirements 
of training in an accredited school of 
anesthesia and has further qualified 
for admission to the American Asso- 
ciation of Nurse Anesthetists, she 
would be considered as being engaged 
in the practice of medicine unless she 
was properly supervised by a physi- 
cian in administering anesthesia. She 
may be in the employ of the hospi- 
tal or the physician, either of whom 
may be liable as her employer. The 
fact that the employer is liable does 
not mean that she is not. In a case 
where both doctor and nurse are lia- 
ble, the patient can place the liability 
on his choice of either the hospital 
or nurse: the case is decided on the 
basis of whether or not the nurse is 
negligent. It is basic in law that no 
person can, by reason of position or 
relationship to another. escape legal 
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liability for injury to another caused 
by his negligence. 


Legal historians in tracing the ori- 
gin of our present liability laws are 
of the opinion that liability was ori- 
ginally founded on the concept that 
the person or thing causing the injury 
should bear the responsibility—all of 
which gives the idea of vengeance. 


If a person injures another by his 
own act or failure to act, that person 
may be held individually responsible 
for injuries caused by his negligent 
conduct, regardless of the position in 
which he may stand with respect to 
any other person or _ institution. 
Therefore, this law makes nurse anes- 
thetists, as well as all other persons, 
responsible for their acts. The ques- 
tion that must be answered is—did 
she or did she not breach the duty 
which the law imposes upon her? The 
jury must decide this fact. Expert 
testimony supplies the information 
as to what is proper. 


The nurse anesthetist is in her 
rights and under the control of the 
anesthesiologist when she follows 
specifically his instructions and or- 
ders. This element of control will 
protect her unless the order she re- 
ceives from the anesthesiologist was 
definitely unreasonable. The nurse 
anesthetist is not expected to exercise 
judgment. 


The nurse anesthetist will also use 
the equipment provided by the hos- 
pital and is thereby protected unless 
there is something to indicate to her 
that equipment is defective. 


In an action against a hospital and 
doctor for injuries sustained during 
administration of an anesthetic, 
where the question may arise as to 
whether the nurse anesthetist was the 
agent of the anesthesiologist or the 
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hospital, proof of facts would be the 
deciding factor. If the nurse anes- 
thetist is an employee of the hospital 
and occupies a position as a servant 
to the anesthesiologist sometimes 
called “lent servant”—for the pur- 
poses and duration of the operation, 
the rule is “Where a servant has 
two masters, a general and a spe- 
cial one, the special one, if having 
the power of immediate direction and 
control, is the one responsible for 
the servant’s negligence.” While the 
deciding factor is his right of con- 
trol, however the anesthesiologist has 
the right to expect that the nurse 
anesthetist, employed by the _ hos- 
pital, has had adequate training. If 
she should prove to be incompetent, 
then the physician would be freed of 
liability unless he knew, or had rea- 
sons to know that she was incom- 
petent. 


The common law is not made up 
of definite rules, absolute and fixed, 
such as constitute statute law but is 
a flexible system of principles which 
can be adapted to new conditions and 
practices. “A physician shall render 
the same degree of skill and care as 
the average physician under the same 
or similar circumstances.” English 
common law is the basis of our mal- 
practice laws in all states except 
Louisiana. Some of our Southern 
states are affected by old Spanish, 
Mexican and Roman law—but even 
there all statutes in derogation of 
the common law are strictly con- 
strued. Some states apply a law in 
certain cases known as “res ipsa 
loquitur” (things speak for them- 
selves). It is a rule of evidence a- 
dopted to aid a plaintiff in certain 
types of negligence cases in which the 
accident is unknown to, or can not be 
ascertained by the plaintiff. In mal- 
practice suits, this is usually applied 
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where something goes wrong under 
anesthesia, or injuries to some part 
of the body not under treatment. The 
application of this law means that 
the accident speaks for itself, thereby 
imposing on the defendent the re- 
sponsbility of coming forth to prove 
his freedom from negligence. We do 
not have this doctrine of “Res Ipsa 
Loquitur” in Pennsylvania; in that 
State the burden of proof of negli- 
gence is on the plaintiff; his own 
statement as to what happened to 
him or what constituted negligence 
have no standing with a Court, unless 
backed by the testimony of members 
of the profession to the effect that the 
procedures described constitute bad 
medical practice. It takes a doctor to 
convict a doctor—a nurse to convict 
a nurse. A doctor who employs a 
nurse regularly is responsible for her 
acts since he indicates what and how 
a job should be done. He is required 
to enforce safe rules of conduct for 
her. 


The Law Department of the Amer- 
ican Medical Association has present- 
ed a preliminary report by a com- 
mittee studying professional liability, 
which shows that since 1952 the rate 
of malpractice suits has increased 40 
to 43 percent in a survey of 30 states. 
In order to prevent malpractice liti- 
gation, all physicians should be care- 
ful to observe the following 
practices: 

(1) Keep adequate records 

(2) Obtain proper authorization 
for medical or surgical procedure 

(3) Make adequate use of diagnost- 
ic aids 

(4) Seek consultation when doubt 
exists in the physician’s mind, when 
the patient complains of lack of pro- 
gress or about the course of treat- 
ment, or when social or economical 
considerations so indicate 
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(5) Do not abandon the patient; 
give notice of termination of services 
(6) Insist on qualified assistants 
(7) Maintain equipment 
(8) Avoid mention of 
coverage 

(9) Do not guarantee results 

(10) Avoid fields in which not prop- 
erly qualified 

(11) Avoid loose, careless talk, and 
do not criticize previous treatment, 
unless in possession of all the facts 
(12) Maintain the confidence and 
respect of the patient, for the frequen- 
cy of malpractice suits is in inverse 
ratio to the degree of personal rela- 
tionship between physician and 
patient. 


insurance 


The American College of Surgeons, 
in its Bulletin of September-October, 
1956, stresses that it is a known fact 
that two-thirds of all major malprac- 
tice suits are surgical. This evidence, 
along with the fact that the law holds 
the surgeon and not the hospital re- 
sponsible for the negligence of assist- 
ants in the operating rooms, places a 
great burden upon the surgeon to try 
to reduce the risk of malpractice 
claims. 


The law says that the surgeon is 
responsible for the negligence of 
nurse anesthetists, interns, residents, 
and other hospital employees. The 
anesthesiologist is presumed to be an 
independent contractor, and the sur- 
geon is not ordinarily liable for the 
negligence of his physician anesthe- 
tist provided the latter is qualified, 
responsible, and not acting under the 
direction of the surgeon. In turn, a 
physician who administers the anes- 
thetic is not liable for the negligence 
of the operating surgeon. However, 
in the case of an explosion, the sur- 
geon may be sued along with the 
anesthesiologist, the hospital and 
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perhaps the manufacturer of the 
anesthetic equipment. 


The fact that two pre-eminent au- 
thorities, such as the American Medi- 
cal Association and the American 
College of Surgeons have _ stressed 
adequate records as a safeguard in 
malpractice hazards, is another and 
important reason for good medical 
records and in their particular ap- 
pliance to your field, good anesthetic 
records. These will prove to be a 
star witness, when occasion demands, 
to show that there was no negligence 
and that treatment rendered was ade- 
quate and proper. 


Even though consent to an opera- 
tion and anesthesia is implied when 
a patient places himself under the 
care of a qualified surgeon and anes- 
thetist, and agrees to rely on their 
skill and judgment, and even though 
an oral consent is considered valid. 
a signed authorization serves as add- 
ed protection for the hospital, sur- 
geon and anesthetist against claims 
for unauthorized operations. For cer- 
tain types of major surgery, such as 
enucleation of an eye or amputation 
of a part, additional protection is 
necessary; the authorization should 
specifically state the procedure to be 
performed. An _ ideal situation will 
exist if the anesthetist, before admin- 
istering anesthesia, wi!l personally 
check for the authorization. 


The Joint Commission on Accredit- 
ation of Hospitals has made hospital 
staffs — medical, administrative and 
ancillary —acutely conscious of stand- 
ards to which we all aspire. The Joint 
Commission. in its STANDARDS 
FOR HOSPITAL ACCREDITA- 
TION, states that the organization 
of the Denartment of Anesthesia in 
an accredited hospital shall be com- 
parable to that of the other services 
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of the medical staff. In addition, there 
shall be required in every case—the 
records, as previously noted, i.e. 
a. Pre-anesthetic physical exami- 
nation with findings recorded; 
b. Anesthetic record on_ special 
form; 
c. Post-anesthetic follow-up, with 
findings recorded. 


In its factual report for evaluation 
of a Department of Anesthesia, the 
Joint Commission considers the fol- 
lowing: The Director of the Depart- 
ment, his qualifications and the time 
spent in the department; The qualifi- 
cations of all personnel who adminis- 
ter anesthetics; Equipment with par- 
ticular attention to its being shock 
and spark-proof; Humidity control 
and proper grounding; Whether elec- 
trocautery is ever used in the pres- 
ence of explosive gases; Is the per- 
sonnel governed by regulations? And, 
are safety regulations posted? 


In surveying a hospital, the Joint 
Commission representative will in- 
clude in his report whether or not 
pre-anesthetic investigation includes 
a physical examination; an urinalysis 
and hemoglobin estimation within 48 
hours of anesthesia; a record of post- 
anesthetic follow-up by the anesthe- 
tist; and a perusal of the death list to 
reveal any deaths due to anesthesia. 


SUMMARY 
We, in Medicine and the para- 
medical professions, have been grant- 
ed the signal privilege of ministering 
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to the sick. It is our responsibility to 
advance with the science of Medicine 
and to maintain the highest stand- 
ards of modern education and tech- 
nique for our paramount interest 

the welfare and care of the patient. 


In specific application to the De- 
partment of Anesthesia, accredited 
medical authorities recommend, in 
addition to the fundamentals of anes- 
thesiology, the following contribu- 
tions to maximum care of the patient: 
A Recovery Unit which will special- 
ize the immediate postoperative care 
of the patient to the highest degree; 
Medical records, adequately main- 
tained, which will record the quality 
of care given to the patient, will pro- 
tect the hospital, the surgeon, the 
anesthesiologist, and the nurse anes- 
thetist in any legal dispute which 
may arise, and will contribute to re- 
search and progress in medicine. 


Personally, and on behalf of my 
fellow medical record librarians, | 
wish to express my appreciation of 
the privilege of having been asked 
to discuss with you some recognized 
standards as they affect anesthesia 
and medical records. 


References were obtained from a_ package 
provided by the American Medical Associ 
ation. Among the articles reviewed were re 
prints from the Bulletin of the American 
College of Surgeons; Journal of the American 
Medical Association; Anesthetic Digest; Med 
ical Times; New York State Journal of Med: 
cine; Physicians’ Record Company Bulleti: 
and the writings of Dr. Malcolm 17 Mac 
Fachern, reports of the Joint Commission on 
Accreditation of Hospitals 











November, 1957 


253 


Megimide in the Treatment of 
Barbiturate Comatose Patients 


Sister M. Rudolpha, O.S.F.* 
Springfield, Illinois 


In the past 10 months at St. John’s 
Hospital, we have had a new experi- 
mental drug for use in Barbiturate 
Poisoning called “Megimide.”+?:* 


“Megimide”, brand of B-ethyl-B- 
methylglutarimide, is a colorless crys- 
talline compound with the structural 
formula: 


H 
CH,CH.~ ~~CHy—C 
Its solubility in water at neutral pH 
and at room temperature is only 
0.5%. This is an advantage in that 
its low solubility minimizes the risk 
of overdosage. There had not been 


demonstrated, so far, any severe 
contraindications. 


The Pharmacology of Megimide 
has been investigated by Shaw, 
et.al.,**, using rats, mice, rabbits and 
dogs, It is effective intravenously as 
well as intraperitoneally. Its main 
action seems to be as a barbiturate 
antagonist. 

Harris,° demonstrated its action 
and effects upon patients under cli- 


*Anesthesia Department, St. John’s Hospital. 


+ Megimide was obtained from A. & G. 
Nicholas, Inc., One Park Avenue, New York 
16, New York. 


nical anesthesia. Both Shaw and Har- 
ris*’” have shown it to be a safe drug 
even with overdosage; the symptoms 
of overdosage being shown by much 
excitement and restlessness on awak- 
ening, reflexes exaggerated, vomiting 
and retching and slight muscular 
twitchings of the fingers, arms and 
isolated facial muscles. This is easily 
countered by sedation with paralde- 
hyde or a short acting barbiturate. 

Megimide comes as a 0.5% solu- 
tion in vials containing 100 cc. of 
solution or vials of 50 mgm. per 
10 cc. normal saline. It is given in- 
travenously with caution — the 
amount depending on the weight of 
the patient and repeated every 3-5 
minutes depending on the response 
of the patient. Only occasionally does 
regression occur and further therapy 
needed. This usually occurs when 
coma has been prolonged before treat- 
ment, or a long acting type of barbi- 
turate has been injected. 

During the intravenous adminis- 
tration of the drug, the individual 
should be assessed by recording after 
each injection the pulse rate, respira- 
tory rate, blood pressure, muscle 
tone, deep tendon reflexes and return 
of laryngeal and pharyngeal reflexes. 
eye movements, pupillary light re- 
action, temperature and skin color. 
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CASE REPORT 


March 11, 1957 Reason for ad- 
mission to hospital—Coma. 
History: This 69 year old patient 
has had diabetes mellitus for several 
years. She has had several small cere- 
bral thrombi. One with transient 
hemiparesis. She has compensated 
glaucoma. She has arteriosclerosis ob- 
literans, and osteoarthritis. For past 
two weeks she has been resting at 
home and unable to work. This morn- 
ing she was apparently as_ usual. 
About 12:30 P.M. she was found 
unconscious by her daughter. She 
was promptly admitted to the hospi- 
tal because of coma. 

On February 27, 1957 she ordered 
24 Tuinal capsules 0.1 gm, She stated 
the maid had thrown out the cap- 
sules and re-ordered 24 more on 
March 1. When seen at home one 
capsule of Tuinal was found on the 
floor beside the bed. The bottle was 
empty and no other capsules could 
be found in the apartment. She was 
immediately admitted to St. John’s 
Hospital. 

Physical Examination: Shiort, obese, 
comatose, slightly cyano 


tic patient breathing 
irregularly. 

Kyes — Pupils slightly contracted. 
Conjunctiva slightly in 
flammed and edematous. 
Eyes prominent. 

Lungs — Resonant — no rales. 

Heart — Left Border at Mid Cla- 


vicular Line. No murmur 
— Barely audible. Blood 
Pressure 90/50 at home. 
Blood Pressure 70/50 on 
admission. Pulse 84 - 
regular. 


Diagnosis —1. C-V accident probable 

2. Barbiturate intoxi- 
cation? 

3. Diabetes Mellitus. 

4. Arteriosclerotic C-V 
disease. Arteriosclerosis 
obliterans. 

5. Glaucoma compensated. 
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Girave 

‘Treament started supportive ther- 
apy given and Megimide 
Ziven intravenously. 


March 11, 1957 
1:18 P.M. Megimide 10 mil. given. 
Pulse 104 — Blood Pres 
sure 128/64 Respira- 
tions 18. Patient respond 
ed slightly. 
1:29 P.M. Megimide 10 ml. given. 
Pulse 94 Blood Pres- 
sure 116/62 Respira- 
tions 18. Patient respond- 
cd) somewhat opened 
eyes. Gagging reflex pres- 
ent. She tried to push out 
pharyngeal airway. Lapsed 
back into sleep. 
Megimide 10 ml. given. 
Pulse 96 Blood Pres- 
sure 116/60 Respira- 
tions 18. Patient moved 
body pushed out air 
way. large amount of 
mucus aspirated 
Megimide 10 ml. given. 
Pulse 96 Blood Pres- 
sure 118/60 Respira- 
tions 20. Patient respond- 


Prognosis 


1:45 P.M. 


5:00 P.M. 


ed for a time. Moved 
body and yagged. Not 
responding now. More 


mucus aspirated 

Blood Pressure 124/68 — 
Pulse 104 — Respira- 
tions 20. 


6:00 P.M. 


6:20 P.M. Megimide 10 ml. given. 
Pulse 96 Blood Pres- 
sure 110/70 — _ Respira- 
tions 20. Patient respond- 
ing more. Moved about in 
bed. ‘Opens eyes when 
poken to. 

6:40 P.M. Megimide 10 ml. given. 
Pulse 94 — Blood Pres- 
sure 114/72 — Respira- 
tions 18. Patient moving 
about restlessly. Eyes 
open. 

7:30 P.M. Megimide 10 ml. given. 

7:40 P.M. Megimide 10 ml. given. 
Patient responding to 
name. Moving arms and 
legs. 

8: P.M. Blood Pressure 162/62. 


10:00 P.M. Patient responded to rel- 
atives. 
March 12, 1957 ' 
1. Patient began to respond after 
Megimide. 
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2. Converses this A.M. 

3. Urine output improved. 

4. Blood Pressure 120/70. Pulse 96 
regular. 

5. Complains of severe headache. 


6. Some slowness of movement and 
incoordination. 

March 13, 1957 
1. Improved, responds. 

2. Blood Pressure normal. 

3. Complains of irritation of nose 
and throat, headache and _ pain 
in heels. 

March 14, 1957 
Much improved, mild hyperanemic. 
Rash on back. less headache, Dia- 
rrhea yesterday — now subsides. 

March 15, 1957 
Headache subsided. Some soreness 
in right shoulder and back. Sat up 
yesterday briefly — appetite good. 

March 16, 1957 
Complains of slight dyspnea. Vision 
blurred — to have eye specialist see 
patient. 

March 18, 1957 
Tension remains elevated. 

March 19, 1957 
Occipital headache. Insomnia. 

Urine: Larbiturates positive. Amount 
recovered equivalent to 4. mg%, cal- 
culatd as phenobarbital. 

Gastric Contents: Barbiturates posi 
tive. Amount recovered equivalent 
to 5.5 mg%, calculated as pheno 
barbital. 

Patient remained in hospital for dia- 

betic care and was released 14 days 

later to be followed by her Physician. 


CaAsE REPORT 


March 14, 1957 


Husband of the 22 year old female 
states she took 20 sleeping pills 
about 1:00 A.M. today. States he 
noted pill box empty when he was 
unable to arouse her this A.M. and 
patient sent to hospital via ambu- 
lance. Her physician stated, “I had 
prescribed 20 Valamid tablets for her 
2 days ago.” She was seen in Emer- 
gency Room in deep state of coma. 
Oxygen and intravenous Coramine 
had been administered plus 2 cc. 
Picrotoxin intravenous just prior to 
admission on the floor. 
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Examination: Deep coma. 
Respirations shallow but 
regular. Pulse good. Blood 
Pressure — 90/60. 

8:30 A.M. Still deep coma. To try 

Megimide. 50 ml. L.V. 

given. 

Megimide 30 ml. given. 

Blood Pressure 90/60, 

Pulse 94. Respirations 28. 

Movement of eyes and 

some muscular twitching 

noted when drug was giv- 
en. Stomach contents and 
urine specimen obtained. 

Another 60 ml. of Megi- 

mide given I.V. 

Patient beginning to _ re- 

spond. Opened eyes. Re- 

sponded to questions. Pa- 
tient stated, “It’s not worth 


Physical 


9:00 A.M. 


1:00 P.M. 
2:30 P.M. 


living. I don’t want to 
live.” Blood Pressure 
100/58. Pulse 94. Respi 


rations 28. Responding 

when spoken to. No fur- 

ther Megimide given. 

Blood Pressure 110/60. 

Pulse 100. Respirations 30. 

1:00 P.M. Awake talks. 

A total of 140 ml. of Megimide was 

given intravenously over a six hour 

period. However, the patient was re- 
sponding after 80 ml. given in the 
first hour. 

Barbiturates found in stomach con- 

tents and urine. 

Urine: Test for barbiturates was posi 
tive. Amount recovered 5. mg% cal- 
culated as phenobarbital. 

Stomach Contents: Barbiturates posi- 
tive. Amount recovered equivalent to 
6. mg% calculated as phenobarbital 

March 15, 1957 
Sitting up in bed. States she took 

the 20 sleeping pills in attempt to com 

mit suicide — having marital pro 
blems. Husband wants divorce. 

March 16, 1957 


Patient dismissed from hospital. 


3:00 P.M. 


CASE REPORT 


Thirteen month old male infant 
ingested approximately 10 grs. of 
Amobarbital at 12:00 P.M. July 27, 
1957. At 1:00 P.M., approximately 
1 hour later, the child fell asleep and 
at 4:30 P.M. the child was unable to 
be roused by the mother. He was 
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taken to St. John’s Hospital, Emer- 
gency Room and admitted to the 
Pediatric Department at 5:00 P.M. 
and therapy was instituted. 


Physical findings — Cyanotic child, 
extremities and body cold 
and clammy — unable to 
arouse even by painful 
stimull. 

Blood Pressure: Unobtainable. 
Respirations: Irregular and shallow 
— 3-5 per minute. 
Pulse: 160 per minute. 
Temperature: 97° rectally. 
Head 


Eyes: Pupils pin point, round 
did not react to light. 

Ears: Benign. 

Nose: Mucus draining from 
nares. 

Mouth: Filled with mucus. No 
gag reflex elected. 

Neck: Supple. 

Chest 

Lungs: Clear. 

Heart: Sounds of good quality. 
No murmur heard. Rate 
rapid — 160, regular. 

Abdomen 

Soft. No masses. No organ en- 

largement. 


Extremities 

No deformities. 
Reflexes 

Deep tendon reflexes hypoactive. 
Course: 

The patient was immediately given 
Oxygen by mask and artificial respi- 
ration induced — he was suctioned 
and a stomach tube was passed but 
very little fluid could be obtained by 
suction and the tube was removed due 
to the child’s poor condition. A phar- 
yngeal airway was introduced and 


antibiotics were given intramuscularly. 
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An intravenous solution was started 
of 5% Glucose in D/W with 2 cc. of 
levarterenol. Picrotoxin was given 
through the intravenous tubing over 
the next 45 minutes; % cc. every 15 
minutes, but the child’s condition de- 
teriorated. 

Megimide was then given into the 
intravenous tubing in 2-5 cc. incre- 
ments every 3 to 5 minutes until the 
child was brought to a “safe state’. 
Pupils which were pin point reverted 
back to normal and the child cried 
when aroused by light stimuli. Within 
the next hour he took fluids fairly well 
and no further intravenous fluids were 
needed. The child received a total of 


30 ml. of Megimide. 


No regression occurred and by the 
next morning, 12 hours after Megimide 
was given, the child, although groggy, 
responded to verbal and touch stim- 
uli well. 

Twenty-four hours later he was alert 
and active and was discharged from 
the hospital on the third day. 
Laboratory Findings 

A 24 cc. urine sample obtained ‘on 

admission by catheter, showed 0.6 

mg.% calculated as Phenobarbital. 


SUMMARY 
1. Three cases of severe Barbitu- 
rate Poisoning were presented. 
2. The treatment with Megimide 
and supportive therapy is reviewed. 
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PEDIATRIC ANESTHESIA 


It is a privilege to have this oppor- 
tunity to present to you some of the 
anesthesia techniques used at Chil- 
dren’s Hospital. 

Firstly, the technique used for 
cleft palate procedure, usually on a 
child 18 months of age. 

The patient, with an intravenous 
in place, reaches the operating floor 
in his own bed, and is brought to the 
induction room where he is transfer- 
red to a cart. 242% sodium pento- 
thal solution—Icc to 4cc—is used 
for induction by attaching the syr- 
inge to the stopcock of the intrave- 
nous. After the patient has lost con- 
sciousness, open-drop ether is admin- 
istered to obtain the anesthesia plane 
necessary for nasal intubation, When 
the nasal tube is in place, it is se- 
cured with tape to prevent any mo- 
tion of the tube that might cause 
tracheal trauma. 

The patient is then moved to the 
operating room table. Clothing is re- 
moved, a stethoscope is applied and 
a blood pressure cuff attached. A 
protective towel is laid across the 
thighs where the strap will hold the 
child when the table is put in 
Trendelenburg. 

To give the surgeon better visibil- 
ity, and also to prevent kinking of 
the nasaltracheal tube, the patient’s 
head is extended by placing a rolled 
towel under the shoulders. The pa- 
tient’s eyes are protected from the 
head drape with a strip of vaseline 
gauze. 

To maintain anesthesia, the nasal- 


tracheal tube is attached to a McGill 
angle joined to a Digby-Leigh valve, 
using the to-and-fro system of the 
gas machine, with a flow of 2 liters 
of N2O, 5 liters of Ov, and ether. 

Meanwhile, a tent-like drape has 
been raised over the patient. This is 
done for several reasons: to give a 
circulation of air that will help keep 
the patient’s body cool; to make the 
intravenous accessible and for peri- 
odic checks of rectal temperature. 

Temperature is checked every half- 
hour. If there is an elevation above 
101°, then it is checked every 15 min- 
utes. Should it continue to rise, cold 
towels or ice bags are applied to the 
patient. 

The operating time for cleft palate 
procedure ranges from 45 minutes to 
2'%-3 hours, depending on the sever- 
ity of the defect. The time factor has 
a definite relation to a rise in temper- 
ature, especially in this type of case. 
The reasons for this are: (1) Usually 
a child with a cleft palate previously 
has had a cleft lip repair with possible 
narrowing of the nares, which inhibits 
passage of a large nasaltracheal tube. 
Therefore, a smaller tube must be 
used. (2) A smaller endotracheal tube 
may Cause resistance to respirations, 
and tidal volume may become so small 
as to allow an increase of carbon di- 
oxide tension in the blood. 

A child may be able to overcome 
this resistance for a short period of 
time, but will slowly lose his ac- 
commodation if the procedure is 
prolonged. 

However. this practical technic for 
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maintaining anesthesia during cleft 
palate procedure has proven far su- 
perior to the insufflation method, be- 
cause it prevents the aspiration of 
blood and secretions, maintains a pa- 
tent airway, and gives adequate 
oxygenation. 

Secondly, another anesthesia 
technique relates to a bronchogram 
procedure. Pre-anesthetic medication 
is given to the patient 45 minutes 
before he is taken to the X-Ray de- 
partment. This medication may be 
nembutal and atropine, demerol and 
atropine, or morphine and atropine, 
according to the physical condition 
and weight of the child. 

After the patient is placed on the 
X-Ray table, a 22% solution of so- 
dium pentothal is administered intra- 
venously, followed by open-drop 
ether, until Lower Plane 2 to Upper 
Plane 3 of Anesthesia Stage 3 is ob- 
tained. To allow for added relaxation 
during the bronchoscopy that usually 
follows, mecostrin is given slowly, in- 
travenously, Y2cc to 1-2 cc’s, accord- 
ing to the patient’s requirements. 

A bronchoscopy is performed to 
clear the tracheobronchial tree of 
copious or tenacious secretions, and 
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to observe any pathological condition. 


After the bronchoscopic examina- 
tion, a satisfactory plane of anesthe- 
sia again is obtained with open-drop 
ether. When Upper Plane 3 of Stage 
3 has been reached, the anesthetist 
inserts an endotracheal tube of the 
largest size possible. Through this the 
doctor threads a small catheter. Then 
under fluoroscopic observation, the 
catheter is inserted into the left or 
right stem bronchus, the X-Ray dye 
is injected and spot films are taken. 
After the desired films are obtained, 
the catheter is quickly removed and 
the endotracheal tube cleared of all 
oil and secretions. 


This anesthetic technic for bron- 
chogram procedure with intubation, 
has a three-fold purpose: it maintains 
a patent airway, allows for easy in- 
sertion of the catheter and dye, and 
makes possible the removal of oil and 
secretions before the patient is re- 
turned to the recovery room. 


Rutu Duane, C.R.N.A. 


Former Chief Nurse Anesthetist, Children’s 
Hospital, Cincinnati, Ohio. 





The TWENTY-SEVENTH 
QUALIFYING EXAMINA- 
TION for membership in the 
American Association of Nurse 
Anesthetists will be conducted 
on May 10, 1958. The deadline 
for accepting completed applica- 
tions including the transcripts 
is April 7. Notice of eligibility 
will be mailed about April 14. 

Applications should be _ for- 
warded early enough to allow 
time to request transcripts and 
have them returned to the Ex- 
ecutive Office before the dead- 
line date. 








CHICAGO 
1958 
The Annual Meeting of the 
American Association of Nurse 
Anesthetists for 1958 will be held 


in the International Amphithea- 
tre in Chicago. The dates are: 


AUGUST 18-21 


Hotel Headquarters: Congress 


MAKE PLANS NOW 


























FOR UNIMPEDED FLOW... 
GRAVITY OR PRESSURE 











Now—A Better Way To Filter Blood 






The new Mead Johnson blood set inverts, 
and thus restores, the filter to a more effec- 
tive, trouble-free position, so that: 







. the filter chamber need not be full for 
the filter to operate 






. head space for air prevents entry of air 
into the line 





. clots and air bubbles cannot seal off the 
filter walls 






And Filter First-Then-Pressure 















In new Mead Johnson blood sets with pres- 
sure units the pressure cylinder is separate 
from and below the filter chamber so that: 







.. only filtered blood can enter the pressure 
chamber 






. clots cannot be forced through the filter 
by pressure application 





. return to gravity flow is instant and 
effortless 







There is a Mead Johnson blood set, with or 
without a pressure unit, to meet any trans- 
fusion need. For more information, please 
see our Parenteral Products Representative 
or write to Parenteral Products, Mead 
Johnson, Evansville 21, Indiana for the 
booklet, ‘Transfusion Equipment.” 




















MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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Board of Trustees 


American Association of Nurse Anesthetists 
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a 


Olive L. Berger, 1st Vice-President Evelyn E. Auld, 2nd Vice-President 
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J. Pauline Benefiel, Region 3 





Ursula Heitmeyer, Region 6 
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VLMCMACPMCE 





$ 


$ 
¢ $3,803,837,465 § ¢ 


The above is an astronomical fig- 
ure. Yet, we have an even larger, 
much larger figure to deal with later. 
“Three billion, eight hundred and 
three million, eight hundred thirty 
seven thousand, four hundred and 
sixty five dollars” represents the ac- 
tual amount of money paid out by 
Insurance Companies during the 
year of 1956 for Accident and Health 
benefits. 


In the above the three billion dol- 
lar figure is included the payments 
to AANA members under our group 
Accident and Health Plan. Regard- 
less of the tremendous size of the 
national payments or the total pay- 
ments to AANA members we may 
only be concerned about the pay- 
ments to you, as an individual if the 
need had occurred during 1956. 


A figure that surpasses or even 
shocks us more than the above three 
billion dollar figure is its insignifi- 
cance compared to what it really 
should be. 


The loss of income due to Accident 
and Sickness last year alone cost the 
American public in excess of 60% 
of the insured loss, This is an almost 
unbelievable loss, yet, we still may 
include amongst the losses, the con- 
tributions of the un-insured AANA 
members. 


In either event you as a member 
are a part of a statistic. Which stat- 
istic you are a part of depends on 
your insurance program participation. 
Both of these billion of dollars figures 
increase each year, the automatic in- 
crease in population plus the econom- 
ic and health factors are responsible. 


Fortunately “the credit figure” is 
growing proportionately more rapid- 
ly. This is because of sound group 
plans, such as yours, are growing and 
gaining more momentum year by 
vear. More and more members are 
realizing the importance and need of 
protecting their income against the 
hazards of sickness and ‘accidents. 


We are facing the possibilities of 
a Flu Epidemic. Health officials pre- 
dict anything from a mild to an epi- 
demic spread of the Asiatic Flu. In 
the event of a severe spread, the 
payments to the American public 
would more than triple. 


As in the case of every threatening 
epidemic the buying of Income Pro- 
tection Insurance jumps by leaps and 
bounds. In some cases the Insurance 
Companies are not quite willing to 
assume this unpredictable risk. It is 
far wiser to be an owner of this pro- 
tection, before the fire begins. 


(Continued on page 272) 
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See Other Side for Premium Rate Applicable to Your Age 
—N APPLICATION 


Suite AN ASSOCIATION OF NURSE ANESTHETISTS 
GROUP INSURANCE PROGRAM 













NOT WRITE IN THIS SPACE 





Premium 7 QT. | _ | ANN. | Hospital Premium $——___ 


______ Issue Date ___ _ Series 



























1. Full Name (please pay ?——____— scaaialhetiliiinidiaiaiianmdaaamaiaaiae 

Bs I cng SO ee 

3. Age?_____ Date of Bi ______ Height?____. Weight ?__ 

4. Beneficiary ?_— A 
Address? __ ity ?__ —-_ 

5. Are you now to the best o r knowledge and belief in good health 


and free from any physica\impairment or disease? Give details of 


all exceptions: 


, sickness, or - physical con- 
ical operation? If so, state 


6. Have you | within two years had 
dition requiring a doctor’s care or 
nature, dates, and duration of disa 














7. Have you been advised to have a surgi ation which has not 
been performed? If so, when and for wh 


















8. What is your approximate monthly income $ }, 


I am a member of the group named above and a 
engaged in performing all of my regular duties. 


\ 
Date , Ze ——— 
(Signature of Applicant) \ Ys 


Make checks payable to: North American Accident Fare se 


Send application with remittance to: bh 
MAGINNIS & ASSOCIATES 


327 S. LaSalle St., Chicago 


and fully 











Form 2186—Rev. 56 
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PLAN AND PREMIUM APPLICABLE TO YOUR AGE 
Th ing rates DO NOT INCLUDE THE $10 DAILY HOSPITAL 




















BE ee Additional Premium Rates below if you desire both the 
Inco ‘tion and Hospital Plans. 
( )((PL A Ages Quarterly | Semi-Yrly | Yearly 
16-55 $13.20 $25.10 $ 47.50 
$100 MO Y 4 
61-65 19.80 37.60 71.30 
A\y6-55 19.80 37.60 71.30 
( ) PLAN b | 
$150 MONTHLY “ 24.75 | 47.00 | 89.10 
BENEFIT 29.75 56.45 107.15 
cael 4 26.40 | 50.20 2 5.00 
( ) PLAN C — | * 
BENEFIT 49.60 75.20 | 142.60 
IMPORTANT! Members earning les g-$2,500 may enroll in Plan A 
only. 
Members earning $2,500 or more may e in Plan A or B. 


Plans A, B or C. 


ADDITIONAL PREMIUM FOR $10 DAIDYAPOSPITAL BENEFIT 




















Quarterly | Senf Yearly 

Ages 16-55 $5.55 $10.5" $19.50 

Ages 56-60 6.95 5.05 

Ages 61-65 8.30 a, 
A _ 
Enclosed is my check for $ 7. EEE ——- 
on a(_ ) Quarterly ( ) Semi-Yearly ( ) Yearly basis. This amount 


does ( ) does not ( ) include the premium applicable for my age for 


the $10 Daily Hospital Benefit. 
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Emanuel Hayt, LLB., Counsel A.A.N.A. 


New York State Education 
Department Sanctions Spinal 
Anesthesia by Nurse 
Anesthetists 


The University of the State of 
New York 

The State Education Department 
Albany 1 


(harles A. 


Brind, Jr. ( ounsel 
September 3, 1957 

Emanuel Hayt, Esq. 

99 Wall Street 

New York 5, New York 

Dear Mr. Hayt: 

I have your inquiry with respect 
to the administration of spinal anes- 
thesia in hospitals and particularly 
the administration of spinal anesthe- 
sia by nurse anesthetists. I presume, 
of course, you are referring to regis- 
tered professional nurses when you 
use the term nurse anesthetists. I am 
in agreement that there is no legal 
provision which distinguishes spinal 
anesthesia from other types of 
anesthesia. 

It is my understanding that the 
administration of a spinal anesthesia 
requires considerable training and 
skill and, of course, in any situation 
where a nurse anesthetist might ad- 
minister it, it is extremely important 
that such person have adequate 
training in the techniques and skills 
necessary for the proper administra- 
tion of the anesthetic. It is also es- 


sential that the nurse perform the 
technique under the order of the li- 
censed physician related to the spe- 
cific patient. It would be only under 
such circumstances that I would be 
willing to approve the administration 
of spinal anesthesia by a nurse. 

My only comment with respect to 
your analysis of procedures by the 
hospital is that I should think that 
most hospitals would prefer that the 
orders be written. 


Very truly yours, 
(Signed) Charles A. Brind, Jr. 


New YorK STATE 
ELIMINATES HospiraL 
IMMUNITY FOR MEDICAL 
Acts oF NURSES 





The New York Court of Ap- 
peals by its decision in the case 
of Isabel Bing vs. St. John’s 
Episcopal Hospital has aban- 
doned the rule which exempted 
charitable hospitals from _ lia- 
bility in personal injuries due 
to “medical acts” of negligence, 
Henceforth, such __ institutions 
will be responsible for the neg- 
ligent acts of all professional 
employees. Until the decision 
in the Bing case, the courts dis- 
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tinguished between acts which 
were ‘‘administrative’’ and 
those which were “medical.” 
The hospital was liable only in 
the event the act was “‘adminis- 
trative.” The new rule includes 
any and all negligent acts. 











Opinion of Court 

Following Schloendorff v. New 
York Hospital, 211 N. Y. 125, a 
body of law has developed making 
the liability of a hospital for injuries 
suffered by a patient, through the 
negligence of its employees, depend 
on whether the _ injury-producing 
act was “administrative” or “medi- 
cal.”” The wisdom and workability of 
this rule exempting hospitals from the 
normal operation of the doctrine of 
respondeat superior have in recent 
years come under increasing attack. 
Decision in the present case calls 
upon us to say whether the rule 
should longer endure. 

The plaintiff, Isabel Bing, was 
severly burned during the course of 
an operation, performed at St. John’s 
Episcopal Hospital by her own physi- 
cian, for correction of a fissure of the 
anus. She had been made ready for 
the operation, before the surgeon’s 
appearance, by the hospital anesthe- 
tist and by two nurses also in the 
employ of the hospital. Preparatory 
to administering spinal anesthesia, 
the anesthetist painted the lumbar 
region of the patient’s back with an 
alcoholic antiseptic, tincture of zephi- 
ran, an inflammable fluid, reddish in 
color. Again, after induction of the 
spinal anesthesia, one of the nurses 
applied the zephiran solution to the 
operative area. At that time there 
were three layers of sheeting under 
the patient. 

The nurses were fully aware that 
the inflammable antiseptic employed 





J. Am. A. Nurse Anesthetists 


was potentially dangerous. They ac- 
knowledged that they had been in- 
structed, not only to exercise care to 
see that none of the fluid dropped on 
the linens, but to inspect them and 
remove any that had become stained 
or contaminated. However, they 
made no inspection, and the sheets 
originally placed under the patient 
remained on the table throughout the 
operation. 

The surgeon was not in the oper- 
ating room when the antiseptic was 
applied and at least fifteen minutes 
elapsed before he initiated the pre- 
operative draping process. The drap- 
ing completed, the doctor took a heat- 
ed electric cautery and touched it to 
the fissure to mark it before begin- 
ning the actual searing of the tissue. 
As he was about to start the opera- 
tion itself, there was “the smell of 
very hot singed linen” and, “without 
waiting to see a flame or smoke,” he 
doused the area with water. Assured 
that the fire was out, he proceeded 
with the operation. Subsequent ex- 
amination of the patient revealed 
severe burns on her body, later in- 
spection of the linen, several holes 
burned through the sheet under her. 

In the action thereafter brought 
against the hospital and the surgeon 
to recover for the injuries suffered, 
there was a verdict against both. As 
to the hospital—with whose liability 
we are alone concerned — the court 
charged that that defendant could be 
held liable only if plaintiff’s injuries 
occurred through the negligence of 
one of its employees while performing 
an “administrative,” as contrasted 
with a “medical,” act. Upon appeal, 
the Appellate Division by a closely 
divided vote reversed and dismissed 
the complaint. The majority of three, 
reasoning that the application of the 
antiseptic was in preparation for the 
operation and, therefore, part of the 
operation itself, concluded that the 





November, 1957 


injury resulted from a “medical” act. 

As is apparent, the liability as- 
serted against the hospital is predi- 
cated on an independent act or omis- 
sion of the hospital-employed nurses, 
and not on any conduct of theirs 
ordered or directed by a visiting doc- 
tor or surgeon or, for that matter, by 
any physician, The evidence strongly 
supports the findings, implicit in the 
jury’s verdict, that some of the in- 
flammable zephiran solution had 
dropped on the sheet beneath the 
plaintiff’s body, that it had left a 
stain discoverable upon inspection, 
that the nurses in attendance had 
had full opportunity—before the be- 
ginning of the operation—to remove 
the stained linen and that the solu- 
tion (which had dropped on_ the 
sheet) had given off a gaseous vapor 
that ignited upon contact with the 
heated cautery. In the light of these 
facts, the jury was thoroughly justi- 
fied in concluding that the failure of 
the nurses to remove the contami- 
nated vapor-producing linen consti- 
tuted the plainest sort of negligence. 


But, contends the hospital, such 
negligence occurred during the per- 
formance of a “medical” act and, ac- 
cordingly, under the so-called Schlo- 
endorff rule, the doctrine of respond- 
eat superior may not be applied to 
subject it to liability. The difficulty 
of differentiating between the ‘“medi- 
cal” and the “administrative” in this 
context, highlighted as it is by the 
disagreement of the judges below, is 
thus brought into sharp -focus. 

That difficulty has long plagued 
the courts and, indeed, as considera- 
tion of a few illustrative cases re- 
veals, a consistent and clearly defined 
distinction between the terms has 
proved to be highly elusive. Placing 
an improperly capped hot water bot- 
tle on a patient’s body is administra- 
tive (Jacono v. New York Polyclini- 
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cal Medical School & Hospital, 296 
N.Y. 502), while keeping a hot water 
bottle too long on a patient’s body 
is medical. (Sutherland v. New York 
Polyclinic Medical School & Hos- 
pital, 298 N.Y. 682.) Administering 
blood, by means of a transfusion, to 
the wrong patient is administrative 
(Necolayff v. Genesee Hospital, 296 
N.Y. 936), while administering the 
wrong blood to the right patient is 
medical. (Berg v. N. Y. Soc. for Re- 
lief of Crippled, 1 N. Y. 2d 499, rvg. 
286 App. Div. 783.) Employing an 
improperly sterilized needle for a 
hypodermic injection is administra- 
tive (Peck v. Towns Hospital, 275 
App. Div. 302), while improperly ad- 
ministering a hypodermic injection is 
medical. (Bryant v. Presbyterian 
Hosp. in City of N. Y-, 304 N. Y. 
538.) Failing to place sideboards on 
a bed after a nurse decided that they 
were necessary is administrative 
(Ranelli vy. Society of New Vork 
Hospital, 295 N. Y. 850), while fail- 
ing to decide that sideboards should 
be used when the need does exist is 
medical. (Grace v. Manhattan Eye, 
Ear & Throat Hosp., 301 N. Y. 660.) 


From distinctions such as_ these 
there is to be educed neither guiding 
principle nor clear delineation of pol- 
icy; they cannot help but cause con- 
fusion, cannot help but create doubt 
and uncertainly. And, while the fail- 
ure of the nurses in the present case 
to inspect and remove the contami- 
nated linen might, perhaps, be de- 
nominated an administrative default, 
we do not consider it either wise or 
necessary again to become embroiled 
in an overnice disputation as to 
whether it should be labeled adminis- 
trative or medical. The distinctions, 
it has been noted, were the result of 
“a judicial policy of compromise be- 
tween the doctrine of respondeat su- 
perior and total immunity for chari- 
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table institutions,’ (Bobbe, Tort 
Liability of Hospitals in New York, 
37 Cornell L.Q., 419, 438), and, the 
better to understand the problem 
presented, a brief backward glance 
into historical beginnings proves 
profitable. 

The doctrine declaring charitable 
institutions immune from liability 
was first declared in this country in 
1876. (McDonald v. Massachusetts 
General Hospital, 120 Mass. 432.) 
Deciding that a charity patient, negli- 
gently operated upon by a student 
doctor, could not hold the hospital 
responsible, the court reasoned that 
the public and private donations that 
supported the charitable hospital 
constituted a trust fund which could 
not be diverted. As sole authority for 
its conclusion, the Massachusetts 
court relied on an English case 
(Holliday v. St. Leonard’s 11 C.B. 
(N.S.) 192, 142 Eng. Rep. 769), 
which in turn was based on a dictum 
in a case decided in 1839 (Duncan v. 
Findlater, 6 Cl. & Fin. 894, 7 Eng. 
Rep. 934), without apparently ob- 
serving that the dictum in the earlier 
case had been overruled (see Mersey 
Docks v. Gibbs, L. R. 11 H.L. Cas. 
686) and that the decision in the 
other had been reversed. (See Fore- 
man v. Mayor of Canterbury, L.R. 
6 Q.B. 214.)! At any rate, after the 
McDonald case was decided (supra, 
120 Mass. 432), other courts in this 
country, though not all on the same 
theory or for the same reason, fol- 
lowed the lead of Massachusetts in 
exempting the charitable hospital 
from liability, and so in time did the 


1. This historical item prompted one court, 
which recently abandoned the immunity doc- 
trine, to say: “Ordinarily, when a court de- 
cides to modify or abandon a court-made rule 
of long standing. it starts out by saving that 
‘the reason for the rule no longer exists.’ In 
this case, it is correct to say that the ‘reason’ 
originally given for the rule of immunity never 
did exist.”” (Pierce v. Yakima Valley Memorial 
Hospital Ass’n, 43 Wash. 2d 162, 167.) 
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courts of New York. (See 4 Scott on 
Trusts |2d ed. 1956], Sec. 402, pp. 
2895 et seg.; Bobbe, supra, 37 Cor- 
nell L.Q. 419, 420-425.) 


Although it was not the first case 
to deal with the general subject in 
this state, Schloendorff v. New York 
Hospital (supra, 211 N.Y. 125) was 
the most important of the early de- 
cisions to be handed down by this 
court. It was there declared broadly 
that a charitable hospital was not 
responsible for the negligence of its 
physicians and nurses in the treat- 
ment of patients. Two reasons were 
assigned for that conclusion. The 
first was that one who seeks and ac- 
cepts charity must be deemed to have 
waived any right to damages for 
injuries suffered through the negli- 
gence of his benefactor’s servants 
and yet the rule was not limited to 
charity patients but was expanded to 
cover both paying patients and a 
private or profit-making hospital. 
(See Bakal v. University Heights 
Sanitarium, 302 N.Y. 870, affg. 277 
App. Div. 572; Steinert v. Bruns- 
wick Home, Inc., 172 Misc. 787, affd. 
259 App. Div. 1018, leave to app. 
den. 284 N.Y. 822.) The second rea- 
son which the court advanced was 
that the principle of respondeat su- 
perior was not to be applied to doc- 
tors and nurses. It was the court’s 
thought that, even though employed 
by the hospital, they were to be re- 
garded as independent contractors 
rather than employees, because of 
the skill they exercised and the lack 
of control exerted over their work— 
and yet, we pause to interpolate, the 
special skill of other employees (such 
as airplane pilots, locomotive engi- 
neers, chemists, to mention but a 
few) has never been the basis for 
denying the application of res pondeat 
superior and, even more to the point, 
that very principle has been invoked 
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to render a public hospital account- 
able for the negligence of its doctors, 
nurses and other skilled personnel. 
(See Becker v. City of New York, 
2 N.Y. 2d 226; Liubowsky v. State 
of New York, 285 N.Y. 701, affg. 
260 App. Div. 416.) 

The Schloendorff rule has pursued 
an inconstant course, riddled with 
numerous exceptions and subjected 
to various qualifications and refine- 
ments.” While it would serve no use- 
ful purpose to trace in detail the 
doctrinal changes and modifications 
or the shifting theories advanced to 
support them, we briefly note two 
or three of the more striking in- 
stances. We have already remarked 
the qualification which excepts pub- 
lic hospitals, those owned by the 
state or city, from the operation of 
the Schloendorf, rule and from the 
application of the medical-adminstra- 
tive distinction. (See, e.g., Becker v. 
City of New Vork, supra, 2 N.Y. 2d 
226;Liubowsky vy. State of New 
York, supra, 285 N.Y. 701, affg. 260 
App. Div. 416.) And in Berg v. 
N. Y. Soc. for Relief of Crippled, 
supra, 1 N.Y, 2d 499, revg. 286 App. 
Div. 783), the court carved another 
large segment out of that rule by 
holding that those distinctions were 
to be discarded in every case in which 
the injury-producing act was _per- 
formed by a non-professional 
employee. 

The cases to which we have ad- 


2. See, eg., Matter of Bernstein v. Beth Is- 
rael Hospital, 236 N.Y. 268; Phillips v. Buf- 
falo General Hospital, 239 N.Y. 188; Sheehan 
v. North Country Community Hospital, 273 
N.Y. 163; Dillon v. Rockaway Beach Hospital, 
284 N.Y. 176; Liubowsky v. State of New 
York, supra, 285°N.Y. 701, affg. 260 App. Div. 
416; Bakal v. University Heights Sanitarium, 
supra, 302 N.Y. 870, affg. 277 App. Div. 572; 
Mrachek v. Sunshine Biscuit, 308 N.Y. 116; 
Berg v. N. Y. Soc. for Relief of Crippled, 
supra, 1 N.Y. 2d 499; Becker v. City of New 
York, supra, 2 N.Y. 2d 226; Steinert v. Bruns- 
wick Home, Inc., supra, 172 Misc. 787, affd. 
259 App. Div. 1018, leave to app. den. 284 
N.Y. Glee 
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verted are not merely illustrations of 
the fluctuation of doctrine and the 
vicissitudes of judgment. They rather 
demonstrate the inherent incongruity 
of the immunity rule itself. A dis- 
tinction unique in the law should rest 
on stronger foundations than those 
advanced. Indeed, the first ground 
stated in Schloendorff, namely, that 
there is a waiver by the patient of 
his right to recover for negligent in- 
jury, has long been abandoned as 
“logically weak” and “pretty much 
of a fiction.” (Phillips v. Buffalo 
General Hospital, 239 N.Y. 188, 
189.) The second ground—that pro- 
fessional personnel, such as doctors, 
nurses and internes, should be deem- 
ed independent contractors, though 
salaried employees — is inconsistent 
with what they have been held to be 
in every other context and, to a large 
extent, even in this one. For example, 
the nurse, regarded as an independ- 
ent contractor when she injures a pa- 
tient by an act characterized as med- 
ical, is considered an employee of the 
hospital, entitled to compensation, if 
she should happen to injure herself 
by that very same act (see Matter of 
Bernstein v. Beth Israel Hospital, 
236, N.Y. 268), and, in holding the 
city responsible for injuries sustained 
through the carelessness of members 
of the staff of a city hospital, not 
only did we recognize that they were 
employees, to whom the doctrine of 
respondeat superior applies, but we 
noted the anomaly of treating as in- 
dependent contractors “persons who 
by all other tests are clearly em- 
ployees.” (Becker v. City of New 
York, supra, 2 N.Y. 2d 226, 235; 
and of. Mrachek v. Sunshine Biscuit, 
308 N.Y. 116.) 


Nor may the exemption be justified 
by the fear—the major impetus origi- 
nally behind the doctrine—that the 
imposition of liability will do irrepar- 
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able harm to the charitable hospital. 
At the time the rule originated, in the 
middle of the nineteenth century, 
not only was there the possibility 
that a substantial award in a single 
negligence action might destroy the 
hospital, but concern was felt that a 
ruling permitting recovery against 
the funds of charitable institutions 
might discourage generosity and 
“constrain ***[them], as a means of 
self-protection, to limit their activ- 
ities.” (Schloendorff v. New York 
Hospital, supra, 211 N.Y. 125, 135.) 
Whatever problems today beset the 
charitable hospital, and they may not 
be minimized, the dangers just noted 
have become less acute. Quite apart 
from the availability of insurance to 
protect against possible claims and 
law suits, we are not informed that 
undue hardships or calamities have 
overtaken them in those jurisdictions 
where immunity is withheld and lia- 
bility imposed. (See, e.g., President 
and Dir. of Georgetown College v. 
Hughes, 130 F. 2d 810, 823-824; 
Cohen v. General Hospital Society, 
113 Conn. 188, 193; Pierce v. Yaki- 
ma Valley Memorial Hospital Ass’n, 
43 Wash. 2d 162, 171-172.) In any 
event, today’s hospital is quite dif- 
ferent from its predecessor of long 
ago; it receives wide community sup- 
port, employs a large number of 
people and necessarily operates its 
plant in businesslike fashion. 


Based on considerations such as 
those remarked in the _ preceding 
pages, and others, the trend of de- 
cision throughout the country has 
more and more been away from non- 
liability. (See, e.g., President and 
Dir. of Georgetown College v. 
Hughes, supra, 130 F. 2d 810, 818- 
822; Pierce v. Vakima Valley Mem- 
morial Hospital Ass'n, supra, 43 
Wash. 2d 162, 175-177; Note, 25 
A.L.R. 2d 29.) As one court ob- 
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served, ‘“‘American judicial thinking, 
which formerly gave ‘overwhelming’ 
acceptance to the immunity rule, now 
gives that doctrine a very modest 
majority.” (Pierce v. Yakima Valley 
Memorial Hospital Ass’n, supra, 43 
Wash. 2d 162, 177.) In point of fact, 
a survey of recent cases — those de- 
cided since the middle 1940’s — dem- 
onstrates, not only that the immunity 
rule has been rejected in every juris- 
diction where the court was unfetter- 
ed by precedent,* but that the doc- 
trine has been overruled and aban- 
doned in a number of states where 
nonliability had long been the rule.* 

Although we have hitherto refrain- 
ed from pronouncing “the ultimate 
fate” of the Schloendorff rule (Beck- 
er v. City of New Vork, supra, 2 
N.Y. 2d 226, 235; Berg v. N- Y- Soc. 
for Relief of Crippled, supra, 1 N.Y. 
2d 499, 503), we have long indicated 
our dissatisfaction with it, and only 
last year, in further expanding the 
hospital’s liability, the court posed 
this searching and suggestive ques- 
tion ( 1 N.Y. 2d, at p. 502): “What 


3. See President and Dir. of Georgetown 
College v. Huvhes, supra, 130 F. 2d 810; 
Moats v. Sisters of Charity of Providence, 13 
Alaska 546; Durney v. St. Francis Hosp., 46 
Del. 350; Rickbeil v. Grafton Deaconess Hos 
pital, 74 N.D. 525; Mary Foster v. Roman 
Catholic Diocese, 116 Vt. 124. 


4. See Ray v. Tucson Medical Center, 72 
Ariz. 22; Silva v. Providence Hospital of Oak- 
land, 14 Cal. 2d 762; Wheat v. Idaho Falls 
Latter Day Saints Hospital, 297 P. 2d 1041 
(Idaho); Haynes v. Presbyterian Hospital 
Ass’n., 241 lowa 1269; Noel v. Menninger 
Foundation, 175 Kan. 751; Mississippi Baptist 
Hosp. v. Holmes, 214 Miss. 906 Pierce v. 
Yakima Valley Memorial Hospital Ass’n, su 
pra, 43 Wash. 2d 162. 

And, it is worthy of note, there is general 
agreement among test writers and other com 
mentators that the rule of immunity should be 
abandoned and the doctrine of respondeat su- 
perior reaffirmed to render the hospital liable 
for the torts of its employees. (See, e.g., 4 
Scott, op. cit., Sec. 402, pp. 2893 et seq.; 2A 
Sogert, Trusts & Trustees (1953), Sec. 401, 
pp. 241-254; Prosser on Torts (2d ed. 1955), 
Sec. 109, pp. 786 et. seq.; 2 Harper and James, 
The Law of Torts (1956), p. 1397, n. 9; Bobbe, 
supra, 37 Cornell L.Q. 419; Feezer, The Tort 
Liability of Charities, 77 U. of Pa.L. Rev 
191; Note, 163 Journ. Am. Med. Assn. 283, 
285.) 


November, 1957 


reason compels us to say that of all 
employees working in their employ- 
ers’ businesses (including charitable, 
educational, religious and govern- 
mental enterprises) the only ones for 
whom the employers can escape lia- 
bility are the employees of hospitals?” 


The doctrine of respondeat super- 
ior is grounded on firm principles of 
law and justice. Liability is the rule, 
immunity the exception. It is not too 
much to expect that those who serve 
and minister to members of the pub- 
lic should do so, as do all others, sub- 
ject to that principle and within the 
obligation not to injure through care- 
lessness. It is not alone good morals 
but sound law that individuals and 
organizations should be just before 
they are generous, and there is no 
reason why that should not apply to 
charitable hospitals. “Charity suf- 
fereth long and is kind, but in the 
common law it cannot be careless. 
When it is, it ceases to be kindness 
and becomes actionable wrong.” 
(President and Dir. of Georgetown 
College v. Hughes, supra, 130 F. 2d 
810, 813.) Insistence upon respond- 
eat superior and damages for negli- 
gent injury serves a two-fold purpose, 
for it both assures payment of an 
obligation to the person injured and 
gives warning that justice and the 
law demand the exercise of care. 

The conception that the hospital 
does not undertake to treat the pa- 
tient, does not undertake to act 
through its doctors and nurses, but 
undertakes instead simply to procure 
them to act upon their own responsi- 
bility, no longer reflects the fact. 
Present-day hospitals, as their man- 
ner of operation plainly demonstrates. 
do far more than furnish facilities 
for treatment. They regularly employ 
on a salary basis a large staff of 
physicians, nurses and internes, as 
well as administrative and manual 
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workers, and they charge patients 
for medical care and treatment, col- 
lecting for such services, if necessary, 
by legal action. Certainly, the person 
who avails himself of “hospital facil- 
ities” expects that the hospital will 
attempt to cure him, not that its 
nurses or other employees will act on 
their own responsibility. 


Hospitals should, in short, shoulder 
the responsibilities borne by every- 
one else. There is no reason to con- 
tinue their exemption from the uni- 
versal rule of respondeat superior. 
The test should be, for these institu- 
tions, whether charitable or profit- 
making, as it is for every other em- 
ployer, was the person who com- 
mitted the negligent injury-producing 
act one of its employees and, if he 
was, was he acting within the scope 
of his employment. 


The rule of nonliability is out of 
tune with the life about us, at vari- 
ance with modern-day needs and with 
concepts of justice and fair dealing. 
It should be discarded. To the sug- 
gestion that stare decisis compels us 
to perpetuate it until the legislature 
acts, a ready answer is at hand, It 
was intended, not to effect a “petrify- 
ing rigidity,” but to assure the justice 
that flows from certainty and stabil- 
ity. If instead adherence to the pre- 
cedent offers not justice but unfair- 
ness, not certainty but doubt and 
confusion, it loses its right to sur- 
vive, and no principle constrains us 
to adhere to it. On the contrary, as 
this court, speaking through Judge 
Desmond in Woods v. Lancet (303 
N.Y. 349, 355) declared, we would 
be abdicating “our own function, in 
a field peculiarly non-statutory,” 
were we to insist on legislation and 
“refuse to consider an old and un- 
satisfactory court-made rule.” 

In sum, then, the doctrine accord- 
ing the hospital an immunity for the 
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negligence of its employees is such a 
rule, and we abandon it. The hospi- 
tal’s liability must be governed by the 
same rules of law as apply to all 
other employers. 

The judgment of the Appellate Di- 
vision should be reversed and a new 
trial granted with costs to abide the 
event. 


* * * * 


CONWAY, Ch.J. (concurring): 

I concur in result. 

I regret my inability to concur in 
the opinion of Judge Fuld. I think 
that, as Judge Fuld points out on 
page 4 of his opinion, “the failure of 
the nurses*** to inspect and remove 
the contaminated linen might, per- 
haps, be denominated an administra- 
tive default, * * *. “I think that it 
was an administrative default, and 
that the hospital should be held to 
be responsible under the reasoning of 
the many authorities cited and col- 
lated in Judge Fuld’s opinion. We 
should stop there and not go on to 
overrule the doctrine of Schloen- 
dorff v. New York Hospital, (211 
N.Y. 125). A voluntary hospital is 
not conducted as a business. Very 
few, if any, voluntary hospitals reach 
the end of any year without a deficit 
which has to be made up by its 
board of directors or by other chari- 
table gifts. This is especially so of 
small hospitals. In my judgment, the 
doctrine of the Schloendorff case has 
justified itself over the years and has 
enabled voluntary hospitals to sur- 
vive. That is particularly so in small 
communities as distinguished from 
larger cities. We need both the large 
and small voluntary hospital. The 
alternative is public hospitals sup- 
ported by county or state or stock 
company hospitals operating as busi- 
nessess organized for profit. Since it 
is unnecesary, in my judgment, on 
these facts to overrule Schloendorff 
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v. New York Hosp. (supra), | would 
reverse here on the ground that we 
have presented to us only a negligent 
administrative act performed by 
nurses. 


xk kK * x 


Judgment of the Appellate Divi- 
sion reversed and a new trial granted, 
with costs to abide the event. Opinion 
by Fuld, J. All concur, Conway, 
Ch.J., concurring for reversal in a 
separate memorandum. 


(Bing v. St. John’s Episcopal Hospital, 
Court of Appeals, May, 1957.) 


(Continued from page 262) 


Next year a new set of statistics 
will be published, It will run in the 
billions. The “credit” side of these 
statistics will again grow larger be- 
cause of better participation in sound 
Insurance Programs. 


This is one case where you must 
end up as a statistic. However, which 
side of the ledger statistic, depends 
entirely on you. Enroll in your ap- 
proved Income Protection Plan and 
if needed your Insurance benefits 
will increase the “three” billion dol- 
lar payments to protected policy 
holders. 


Astronomical figures may impress us 
but do not concern us as individuals. 
We need only be concerned with our 
immediate loss or the interference 
with the continuation of our own in- 
come, to realize the need of a groun 
plan such as the AANA _ Group 
Program. 


John Maginnis, 
Insurance Consultant 
for AANA 
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ANAESTHETIC ACCIDENTS: THE COMPil- 
CATION OF GENERAL AND REGIONAL ANES- 
THESIA, By V. Keating, M. B., B.Ch., D.A., 
F.F.A., R.C.S.; Consultant Anaesthetist in 
Anaesthetics, University College Hospital 
of the West Indies; late Senior Specialist 
in Anaesthetics, Royal Army Medical 
Corps. Cloth. 253 pages. Chicago: Year 
Book Publishers, by arrangement with 
Lloyd-Luke (Medical Books) Ltd., 1956. 
$5.00. 

This monograph is a review of the 
causes of anesthetic accidents and 
the possible prevention and treatment 
of these distressing incidents. Much 
of the author’s career as an anesthe- 
tist has been spent in isolated places. 
Not being in touch with a large uni- 
versity, or medical library, he real- 
izes the difficulties encountered in 
obtaining information about anesthet- 
ic complications and trailing their 
causes. The results of this study will 
be of particular interest to others 
similarly placed. 

Dr. Keating has brought together 
in concise and orderly manner cur- 
rent information on the subject. He 
has supplemented his review of the 
literature with illustrations from his 
own experience. Complications of 
both general and regional anesthesia 
are discussed. 

The book will be invaluable to 
anyone who administers anesthetics. 
The author succeeds in emphasizing 
that the anesthetic may be a much 
greater hazard than the operation. 
Since few anesthetists, fortunately, 
have extensive first hand knowledge 
of all complications to anesthesia, 
this book gives the anesthetist an op- 
portunity to be well informed on the 
problems of anesthetic accidents. Ref- 
erences follow each chapter. Indexed. 


Aips To Surcicat Nursinc. By Kath- 
erine F. Armstrong, S.R.N., S.C.M., D.N. 
(Long.), Sister Tutor Certificate, Battersea 
Polytechnic. Formerly Sister Tutor, King’s 
College Hospital, London, and Editor of 
the “Nursing Times.” Cloth. 440 pages. 
Bailliere, Tindall and Cox, London. $3.50. 


The sixth edition of this text has 
been revised throughout and new il- 
lustrations have been introduced. 

The section in which the most al- 
terations have been made are those 
concerning the treatment of malig- 
nant growths, anesthesia with partic- 
ular reference to hypothermia, the 
treatment of shock and the surgical 
treatment of the diseases of the heart 
and blood vessels. 

This is another in the Nurses’ Aid 
Series written by a Sister Tutor, 
which provides concisely and clearly 
that information which the nurse 
needs to possess and will be valuable 
as a convenient, up to date, compre- 
hensive handbook for nursing proce- 
dures that anesthetists as well as 
other nurses find it necessary to prac- 
tice. Indexed. 


NORADRENALINE. Chemistry, Physiology, 
Pharmacology and Clinical Aspects. By 
U. S. von Euler, M.D., F.A.C.P. (Hon.) ; 
Professor of Physiology, Faculty of Medi- 
cine, Karolinska Institutet; Stockholm, 
Sweden. Cloth. 382 pages. Charles C. 
Thomas, Publisher, Springfield, Illinois. 
1956. $11.50. 

The chemistry, physiology, phar- 
macology and clinical aspects of Nor- 
adrenaline are combined in this vol- 
ume for persons who have occasion to 
use this agent. Much useful informa- 
tion will be found in the extensive 
text. To the experimental pharmacol- 
ogist most of the chapters will be of 
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Medical Abstracts 


The Role of the 
Anesthesiologist 
in Reducing Neonatal 
Mortality 


Despite the fact that anesthesia is employ- 
ed in 54% of the deliveries in this country, 
there is a definite lack of interest by the 
anesthesiologist in obstetric anesthesia. 
Anesthesia is considered to be third or 
fourth in importance as a cause of maternal 
mortality. The death rate for infants during 
the first 24 hours of life has been virtually 
unchanged over the past 30 years, and the 
majority of these deaths involved respira- 
tory inadequacy. 


The following methods of solving this 


problem are suggested: 


There should be close co-operation be- 
tween the obstetrician and the anesthesio- 
logist in reference to maternal pain relief. 
The actual method of pain relief is of little 
import, providing the drugs selected are 
administered skillfully. In view of the mul- 
titude of medical and obstetrical complica- 
tions, no one method for pain relief is 
satisfactory. 


The anesthesiologist should help in the 
management of obstetric emergencies. In 
cases of hemorrhage, he should assist in 
maintaining blood volume, securing addi- 
tional blood and providing routes for ad- 
ministration. Prenatal hypotension caused 
by factors other than hypovolemia should 
be evaluated and treated. No conclusive 
data is available on the fall in placental 
oxygen tension accompanying maternal hy- 
potension and potential fetal anoxia. Oxy- 
yen therapy should be employed whenever 
hypotension or respiratory depression is 
present, or during increased oxygen de- 
mand in the febrile patient. Many medical 
conditions such as multiple sclerosis, myes- 


thesia gravis, diabetes, poliomyelitis, car- 
diac decompensation and the like, will 
cause distress and appropriate treatment 
should be instituted. 


3. If the trained pediatrician is not avail- 
able, the anesthetist should be prepared to 
assist in initial infant care and resuscitation, 
unless problems with the mother demand 
his constant presence at the head of the 
table. The infant should be evaluated very 
shortly after delivery with regard to heart 
rate, respiratory effort, muscle tonus, cough 
response and color. Treatment of the in- 
fant should include maintenance of the 
head-down position, efficient pharyngeal 
suction, maintenance of airway, oxygen 
therapy and an intubation as needed. Early 
diagnosis of certain operable congenital 
abnormalities in the infant should be made, 
and the corrective procedure contemplated. 
An accurate record of the events, including 
the maternal pulse, blood pressure, respira 
tion and fetal respiration, heart tone and 
rate, and treatment of both mother and 
infant, is important. This record may pro 
vide a reliable guide to the role of anoxia 
in the etiology of cerebral palsy and mental 
deficiency. 


Through accurate record keeping, the 
anesthetist may assist in research of the 
physiology of the newborn infant, includ- 
ing such processes as body temperature 
regulation, respiration, reactions to anes- 
thetics and other drugs administered to the 
mother, the effects of various forms of 
inhalation therapy, and a study of 
antagonists administered to the 


narcotic 
newborn. 


The anesthetist is also responsible for an 
educational program, The responsibility 
for teaching members of the delivery room 
team with regard to these problems rests 
entirely with the anesthetist in 
tal. In no field is there more hope of im 
provement in mortality statistics than in 
the newborn period, if intelligent co-opera 
tion in teaching exists between the obste 
trician and the anesthesiologist, pediatrician 
and delivery room nursing personnel. 


each hospi- 


Reference : 
Medicine, 
New 


New York Journal of 
pages 2365 to 2368, 195 


Apgar, Virginia, 


Volume 55, 


York. 











New Ohio Products 





90° MASK ELBOWS 


The new Ohio Chemical 90° Mask Elbows 
permit masks to be used with intratracheal 
“Y’s” for induction. This simplifies change- 
over to intratracheal catheters. 

One side of the connector is fitted with a 
Ye” sleeve which is inserted directly into 
the Heidbrink mask socket. The other side 
of the connector has either an 11 mm. or 
15 mm. slip-joint connection which can be 
inserted directly into the intratracheal “Y.” 





BIFURCATED INHALER “Y” 


The bifurcated inhaler “Y” has been de- 
signed with a septum dividing it into two 
separate passages. Each passage extends 
from the end of the respective corrugated 
inhaler tubing to the mask, thus elimina- 
ting the mechanical dead space previously 
associated with the mask “Y” piece. The 
inhaler is constructed of lightweight brass 
tubing heavily chrome-plated and is avail- 


able either with or without an exhaling 
valve. The mask connection is made spe- 
cifically for the Heidbrink socket-type 


mask with a 7/8” opening. 
WOODHULL ADAPTER 


The Woodhull Adapter permits the cou- 
pling of an intratracheal catheter to a yas 
machine at variable angles, depending upon 
the positions of the patient and the gas 
administering equipment. It is particularly 
desirable in neurosurgery about the head 
and neck as it allows the anesthesiologist 
or anesthetist a great amount of freedom. 
The universal ball joint eliminates restric- 
tions caused by sharp, angular turns and 
also reduces air turbulence to a minimum. 
Now available in either 11 mm. or 15 mm. 
connections, For additional information on 
any of the above items please request catalog 
4757. 





CHILD-SIZE 

K-S® MASK 

To alleviate anxiety 
in children under- 
going oxygen ther- 
apy, we have de- 
signed a special 


child-size K-S 
Mask (Kiddie 
Space Mask). A 
bright red space- 
man and rocket 


ship are imprinted 
on the Kiddie 
Space Mask to stimulate the idea of a game 
in the child’s mind, These transparent units 
are easily shaped to fit snugly, but lightly, 
on the face. The small aluminum metal 
strip in the seam permits it to be readily 
molded to the contour of the face. 

Since these masks are disposable and worn 
by only one patient, time-consuming sterili- 
zation processes are eliminated. Kach mask 
is in its individual envelope and packaged 
in cartons of fifty masks. For added infor- 
mation on Ohio K-S Masks, please request 
Form 4762. 


OHIO-JET HUMIDIFIER 
A newly developed 
humidifier has been 
designed on a dual 
principle of jet ac- 
tion, plus bubble- 
through, to produce 
vreater . humidifica- 
tion for oxygen 
therapy. Appropri- 
ately named the 
Ohio-Jet Humidi- 
fier, this unit em- 
ploys a jet stream 
of oxygen to aspir- 
ate the water into 
a fog in the truly 








unbreakable poly- | 

ethylene bottle. The ' 

oxygen fog then 

bubbles through the surrounding water, 
producing additional humidification. This 


method makes possible high humidity when 
operating either on normal pipeline pres 
sure or with a cylinder and regulator, 

A special safety feature causes a whistle 
to sound if the delivery of oxygen to the 
patient is obstructed, even if the flow is set 
as low as three lpm. For further information 
regarding other features of this unit, please 


request Form 4759. 


Other medical divisions or subsidiaries of Air 


Reduction Company, Inc.: 
Ohio Chemical Pacific Company, Berkeley 10, Calif. 
Ohio Chemical Canada Limited, Toronto 2, Ont. 
International, New York 17 
e Oxigeno, Havana 


Airco Compan 
Cia. Cubafia 
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value; however, for the clinical nurse 
anesthetist the chapters on physiol- 
ogical and pharmacological actions 
and the chapter on therapeutic use 
will be of great interest. 


CLINICAL APPLICATIONS OF SUGGESTION 
AND Hypnosis. By William T. Heron, 
M.A., Ph. D., Professor of Psychology, 
University of Minnesota. Cloth. 165 pages. 
Charles C Thomas, Springfield, Illinois. 
$3.75. 

Dr. Heron does not intend this 
monograph to be a compendium of 
knowledge about hypnosis and sug- 
gestion and assumes that a_back- 
ground of this knowledge has been 
obtained. 

The author clearly states the prin- 
ciples which have practical applica- 
tion in the clinical situation, and it 
is this portion of the book that will 
be of greatest interest to nurse anes- 
thetists who may work with physi- 
cians or others who practice this 
special art. 

In an added chapter, Dr. D. Ja- 
coby, San Mateo, California, gives 
the script for a tape recording which 
he has found useful in his dental 
office. 

This monograph is written solely 
for professional use and will be valu- 
able to the physician, dentist and 
psychologist in his practice. 

A bibliography follows the text. 
Indexed. 


MANUAL OF ANESTHESIOLOGY: For ReEs- 
IDENTS AND Mepicat StrupENts. By Her- 
man Schwartz, M.D., S.H. Nagi, M.D. and 
E. M. Papper, M.D., from the Anesthesi- 
ology Service, The Presbyterian Hospital, 
and Department of Anesthesiology, Colum- 
bia University, College of Physicians and 
Surgeons, New York, New York. Cloth. 
170 pages. Charles C Thomas, Springfield, 
Illinois. $4.25. 

The authors present a condensed 
but complete source of primary and 
basic information to the resident in 
Anesthesiology. 
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The essential information includes: 
basic physiology of the circulatory, 
respiratory and nervous system; basic 
chemistry, pharmacology, and phys- 
ics of the various agents employed 
for anesthesia; discussion of the pre- 
medication, as well as the preanes- 
thetic information necessary; review 
of the diagnosis and treatment of 
common anesthetic complications; re- 
view of pediatric anesthesia; methods 
of respiratory and cardiac resuscita- 
tion and tables of normal values. 

This monograph is another in the 
American Lecture Series and will be 
a useful reference to all anesthetists. 
Bibliographic references follow each 
chapter. Indexed. 


THe Recovery Room. IMMEDIATE Post- 
OPERATIVE MANAGEMENT. By Max S. Sad- 
ove, M.D., Professor of Surgery (Anesth.) 
and Head, Division of Anesthesiology, 
University of Illinois College of Medicine 
and the Research and Educational Hos- 
pitals, and James H. Cross, M.D., Clinical 
Assistant Professor in Surgery, University 
of Illinois College of Medicine. Cloth. 
597 pages, illustrated. W. B. Saunders 
Company, Philadelphia and London, 1956. 


Drs. Sadove and Cross have as- 
sembled important data based on 
their experience in the organization 
and development of recovery rooms. 

In this volume, the authors have 
presented the planning and function 
of a recovery room with details of 
the procedures. The immediate post- 
operative care of the patient for all 
of the surgical specialties is presented 
in detail. Illustrations are utilized to 
demonstrate the various types of 
equipment employed for the proper 
care of the patient. 

The vast amount of information 
contained within this volume will be 
exceedingly helpful to anesthetists 


and others planning a recovery room 
and an invaluable reference to all 
persons actively engaged in the func- 
tion of a recovery room. 
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FOREGGER ANESTHESIA LAMP 


A replica of Foregger's anesthesia 
machine made into a handsome desk 
lamp. Model finished in the actual 
colors. Body colors available in Light Blue and Light Green with 3-way lite switch. 
23 inches high, including shade 
Of sturdy composition hydrocal 
Only $19.50 complete (postpaid) 








Operating Table DESK LAMP 


Replica of American Sterilizer 
Co.'s «1080 model. Decorative 
and practical in office. Beautifully 
finished in metallic silver, 16" high 


Adjustable metal shade, 3-way 
N switch. Only $22.50 (postpaid) 




















Write to: 
MOLNARS MASCOT SUPPLY CO. 
4605 CHESTER AVENUE 
PHILADELPHIA 43, PENNSYLVANIA 














This Offer is good only in the United States, Canada and Puerto Rico. Shipping charges added to the cost for 
other countries Make Money Order or Check payable to MOLNARS MASCOT SUPPLY CO 
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Boone, G. D. A technique of intraven- 
ous pentothal sodium-succinylcholine anes- 
thesia for bronchoscopy and bronchography 
(a report of 600 cases). Arizona Med. 13: 
352-356 (Sept.) 1956. 


“Because bronchoscopy and bron- 
chography are psychologically for- 
midable procedures for most patients 
and many referring physicians it 
seemed desirable to attempt to evolve 
a technique of intravenous anesthesia 
which would be safe and of minimal 
morbidity, would increase the effi- 
ciency of the bronchoscopist, and 
would give technically better bron- 
chograms. A combination of Pento- 
thal sodium for narcosis and amnesia 
with succinylcholine for muscular re- 
laxation was considered to offer the 
best possibilities. This presentation 
is a description of the technique used 
in 600 bronchoscopies and 285 bilat- 
eral bronchograms since early 1952. 
There have been no deaths, no seri- 
ous operative or postoperative diffi- 
culties or complications, and no ap- 
parent drug or opaque medium reac- 
tions. Acceptance of the procedure 
by patients and referring physicians 
has been most gratifying .... 

“Usually no preoperative medica- 
tion is used unless the presence of 
bronchospasm indicates the need for 
Aminophyllin either intravenously or 
by suppository. If the patient has 
received cortico-steroids, 100 mg, of 
Solu-Cortef is given intravenously 
about one hour preoperatively. An 
occasional patient requires Drama- 
mine, 25 mg. intramuscularly for al- 
leviation of postoperative nausea. 
The infusion set consists of a 20 c.c. 


syringe with a three-way petcock at- 
tached via a short plastic or rubber 
tube to a 20 gauge needle. The flask 
of succinylcholine, suspended from an 
adjustable intravenous stand, is con- 
nected to the petcock with plastic 
tubing. The syringe is filled with 
242% Pentothal sodium solution, 
the needle is inserted into a vein in 
the right forearm, and both needle 
and syringe are securely affixed to the 
forearm by 1-inch adhesive. The fore- 
arm is then firmly strapped to the 
armboard. Induction is accomplished 
by injecting 8-10 cc Pentothal 
sodium .... 

“The succinylcholine drip is then 
allowed to run at 40 to 50 drops per 
minute. From this point on respira- 
tion is either controlled, assisted, or 
by diffusion .... Respirations are as- 
sisted or controlled by manual com- 
pression of the breathing bag filled 
with 100% oxygen for 30 to 60 sec- 
onds until maximum oxygenation is 
obtained and carbon dioxide is work- 
ed out .... Three ‘or 4 c.c, of Pento- 
thal solution may be injected inter- 
mittently as needed and the flow of 
succinylcholine varied according to 
the degree of relaxation desired .... 
When bronchography is planned... 
the anesthesiologist ... inserts a cuff- 
ed endotracheal tube and the cuff is 
adequately inflated. A bite block is 
placed and a strip of 1-inch adhesive 
with each end bifurcated for several 
inches is passed around the neck and 
the ends secured to the bite block and 
the tube. The oxygen system is at- 
tached to the endotracheal tube and 
manual compression of the oxygen 
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bag is resumed. An 18-inch-long seg- 
ment of a size 16 French K-10 Kas- 
low plastic stomach tube attached to 
the syringe containing the opaque 
medium is passed through the orifice 
of the nipple of the right angle endo- 
tracheal connector. Hereafter the 
bronchoscopist directs the procedure 
and operates the fluoroscopic 
screen .... 


“In the presence of localized or 
general impairment in pulmonary 
dynamics or with bronchospasm or 
bronchostenosis, the opaque medium 
may not distribute uniformly, neces- 
sitating repositioning of the tube 
and/or instillation of more opaque 
medium. Frequently, added pressure 
on the oxygen bag at this point is 
helpful.... When the X-ray tech- 
nician is ready for a Bucky exposure, 
the anesthesiologist exerts firm pres- 
sure on the filled oxygen bag, stop- 
ping all respiratory motion at full 
inspiration. The technician, at a 
signal from the anesthesiologist. 
makes the exposure. Studies with the 
oscillograph reveal a marked brady- 
cardia during this period which has 
proven to be of no hazard. The 
bradycardia is conducive to techni- 
cally better roentgenograms with no 
blurring from heart motion. The 
anesthesiologist then fully respirates 
the patient several times and a second 
right lateral exposure is made. Right 
posterior oblique exposures are simi- 
larly made if desired. The patient is 
then turned to the left posterior semi- 
oblique position.... The room is 
darkened, the plastic tube is partial- 
ly withdrawn, and the anesthesiolo- 
gist passes the tube into the left 
bronchus, utilizing its natural curve. 
If this is unsuccessful after a few 
attempts, the tube is withdrawn until 
its end is at the lower end of the 
trachea. Under fluoroscopic vision the 
bronchoscopist then directs instilla- 
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tion of the opaque medium as on the 
right .... 

“Upon conclusion of broncho- 
graphy, controlled respiration is 
maintained, with intravenous solu- 
tions discontinued, until patient re- 
sumes normal respirations and he is 
responding. This usually requires 
only a few minutes. The trachea and 
bronchi are repeatedly aspirated with 
a catheter through the endotracheal 
tube until thorough coughing is elic- 
ited. The endotracheal tube is then 
removed with adequate toiletry of 
the nasopharynx and mouth. The pa- 
tient is kept under constant surveil- 
lance until he is fully awake, with 
repeated cleansing of airways as 
necessary.” 


Davenport, H. T. AND KEENLEYSIDE, 
H. B.: Interstitial emphysema and 
pneumothorax associated with the usc 
of a modified non-rebreathing valve. 
Canad, Anaesthetists’ Soc. J. 4: 126 
130 (April) 1957. 


“The idea of using non-rebreathing 
systems recurred throughout the first 
hundred years of anaesthesia, and 
special interest has been shown at 
the start of the second hundred years 
in valvular non-rebreathing appara- 
tus, particularly in paediatric 
work .... 

“Depression of respiration may... 
become commonplace in small pa- 
tients, and it is probable that the 
newer non-rebreathing valves may 
be considered a boon in such circum- 
stances; it is therefore worthwhile 
drawing attention to a certain danger. 
The small volume and delicate struc- 
ture of the small patient’s lungs make 
traumatic pneumothorax and _inter- 
stitial emphysema more likely to oc- 
cur if any undue pressure is exerted 
within the respiratory tract. There is 
a considerable danger with all of the 
modified non-rebreathing valves so 
far produced that such excessive pres- 
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No, 3160 Model-M 





* %* 
With the “Duke” University Inhaler, “Trilene” arfalgesia can be self-admin- 
istered by the patient, adult or child, under medic&l supervision, with a rela- 
tively wide margin of safety. Induction of analgésia is usually smooth and 
rapid. Inhalation is automatically interrupted if unconsciousness occurs, Out- 
patients can generally leave the doctor’s office or hospital in 15 to 20 minutes. 


In Obstetrics . . . Self-administered ‘“‘Trilene” will usually give effective relief 
of pain throughout labor and, for delivery, it may be employed in association 
with pudendal block or low spinal anesthesia. 


In Pediatrics . . . The “Duke” University Inhaler is so easy to operate that 
even a child can administer his own “Trilene” analgesia. 


In Surgery ... With “Trilene,” self-administered, many so-called “minor” yet 
painful procedures such as biopsies, suturing of lacerations, and reduction of 
simple fractures can be performed without discomfort to the patient. 


“Trilene” is not recommended for. anesthesia nor for the in- 

duction of anesthesia. Epinephrine is contraindicated when 
“Trilene” is administered. “Trilene” is nonexplosive; nonflam- 
mable in air. “Trilene” is available in 300 cc. containers. 
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* increases patient cooperation 
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sure will be transmitted directly to 
the lungs.... 

“A near fatality due to bilateral 
pneumothorax and massive intersti- 
tial emphysema . . . illustrates this 
danger. Unfamiliarity with some ap- 
paratus which may be completely 
closed intermittently by an automatic 
device may be particularly dangerous 
with children who are intubated and 
have increased compliance of the 
pulmonary system.” 


ConHEN, E. N., THeissen, H. H., Aanp 
Marvin, JOSEPH: Repository curare in 
normal obstetrics, a controlled study. 
Am. J. Obst. & Gynec. 72: 323-325 
(Aug.) 1956. 

“Curare in repository forms has 
proved a useful adjunct in the relief 
of muscle spasm in a variety of pain- 
ful conditions . . . . With the avail- 
ability of a satisfactory form of re- 
pository curare, producing on single 
injection a sustained blood level of 
curare for 8 to 12 hours, it was 
thought worth while to study the 
effects of this preparation on the 
obstetrical patient. Since the personal 
factor necessarily enters into such 
measurements as pain relief, muscle 
relaxation, etc., it was felt that the 
significance of this study would be 
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completely dependent upon careful 
controls. 


“Accordingly, 200 consecutive nor- 
mal obstetrical patients were alter- 
nately given an injection of repository 
curare (Lenahan’s schedule), or an 
identical placebo without the active 
curare principle. Injections were given 
at the beginning of active labor or 
the achievement of dilatation of 3 
to 4 cm. Only code numbers were 
available to those participating in 
the study, and the code numbers were 
changed at intervals. Only in the final 
tabulation of the data sheets was the 
control group separated from the drug 
series. All patients were given routine 
obstetrical care according to the prac- 
tice of the attending physician.... 


“c 





There was] no significant dif- 
ferences between the two groupings. 
An exception is noted in that there 
was a significant reduction in the 
number of episiotomies in the mul- 
tiparous patients, when the Tubadil 
series is compared with the control 
series. There were no harmful effects 
on mother or child with the prepara- 
tion used. The further use of reposi- 
tory curare in routine obstetrics is 
not justified from this report.” 
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Classified Advertisements 


REGISTERED NURSE ANESTHE- 
TISTS for 135-bed hospital, expanding 
to 185 beds. To work under Qualified 
Anesthesiologists. Charming small 
Southern city. Excellent personnel po- 
licies. Apply: Director, John D. Arch- 
bold Memorial Hospital, Thomasville, 
Georgia. 





REGISTERED NURSE ANESTHE- 
TIST for private Orthopedic Clinic. 
Write: C. E. Babcock, 605 N.W. 10th 
Street, Oklahoma City, Oklahoma, or 
call Ce 2-5293, collect. 





NURSE ANESTHETIST Male: 
Group: 3 Physicians, 6 Nurse Anesthe- 
tists. Established 20 years, cover 4 
Hospitals in pleasant city of 100,000 in 
mid-eastern part of country. Starting 
salary $7200.00 per annum. Must have 
superior training and personality for 
team work. Write: Box M46, Journal 
American Association of Nurse Anes- 
thetists, Prudential Plaza, Suite 3010, 
Chicago, Illinois. 


NURSE ANESTHETISTS (2). Mod- 
ern, expanding fully accredited hospi- 
tal in beautiful Cumberland Valley. 
College town of 18,000 population 
halfway between Philadelphia and 
Pittsburg. 40 hour week, 10 days sick 
leave, 3 weeks vacation, living accom- 
modations at nominal fee if desired. 
Diversified and congenial surgical 
staff. 8-bed recovery room. Start $375 
per month, automatic increments for 
3 years, merit increments for next 3 
years. Apply: F. J. O’Brien, Adminis- 
trator, Chambersburg Hospital, Cham- 
bersburg, Pennsylvania. 





REGISTERED NURSE ANESTHE- 
TISTS: Immediate opening for vaca- 
tion relief with possibility of perma- 
nent employment. $460 per month. 650- 
bed hospital. Exceptional opportunity 
in active operating room suite. Apply: 
Personnel Director, Harper Hospital, 
Detroit 1, Michigan. 


REGISTERED NURSE ANESTHE- 
TIST: Experienced to complete staff 
of 3 serving two hospitals 16 miles 
apart. However, applicant will work 
primarily in 71 bed, fully accredited, 
air-conditioned hospital. Hospital cur- 
rently expanding to 135 beds. Starting 
salary of $550.00 per month with liberal 
personnel policies. Normal work week 
of 44 hours. Hospital located in uni- 
versity city of 21,000. Write: Jack B. 
Edmundson, Administrator, Doctors 
Hospital, Carbondale, Illinois. 





NURSE ANESTHETIST — For 
accredited 55-bed hospital. New hos- 
pital being constructed. Salary open. 
Apply: Mrs. Pauline Young, R. N., 
Superintendent, Doylestown Hospital, 
Doylestown, Pennsylvania. 





WANTED: Nurse Anesthetist, 335- 
bed county general and private hospi- 
tal. 7-7 night call rotated among 5 
anesthetists; no OB call. Above aver- 
age salary for this area with substan- 
tial increase after 6 mos., plus meals 
and laundry. 2 pension plans available. 
Liberal vacation and sick leave. AANA 
member preferred. Apply: Medical Di- 
rector-Administrator, Duval Medical 
Center, Jacksonville, Florida. 





NURSE ANESTHETIST for 250-bed 

eneral hospital in northern Ohio. 
Soler open. Apply to Miss Inez Ealy, 
Head Nurse Anesthetist, Elyria Me- 
morial Hospital, Elyria, Ohio. 


WANTED — third Nurse Anesthetist 
for sixty-six bed general hospital lo- 
cated on the North Shore. One hour 
ride on the Skokie and the Chicago 
and Northwestern trains from Chicago, 
Illinois. Surgeons are all Board Cer- 
tified Specialists. Starting salary 
$450.00 per month pius extra pay for 
night calls. Excellent working condi- 
tions, four weeks’ vacation, other bene- 
fits. Contact the Administrator, Lake 
Forest Hospital, Lake Forest, Illinois. 
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MATURE NURSE ANESTHETIST 
desired by Anesthesia Department of 
major teaching-university hospital on 
Eastern seaboard to be head nurse 
anesthetist in large department con- 
sisting of anesthesiologists, residents 
and 12-16 nurse anesthetists, and to 
set up, organize and run an approved 
school for nurse anesthetists. Salary 
open. Personal interview essential, ex- 
penses paid. Send complete information 
on background, experience etc., with 
first letter to: Dr. N. M. Greene, Chief 
Anesthesiologist, Grace-New Haven 
Community Hospital, P.O. Box 1001, 
New Haven 4, Connecticut. 





WANTED — two nurse anesthetists 
for 250-bed general hospital located on 
the Atlantic Coast. Hospital does 2700 
minor and 2100 major surgical proce- 
dures, and 1500 deliveries per year. 
Have eight full time nurse anesthetists 
and need two additional ones. Write 
James Walker Memorial Hospital, 
Wilmington, N. C. 


ANESTHETIST-NURSE: 60-bed 
general hospital, new building, mo- 
dern equipment, western Wisconsin, 
college town. Vacation, sick leave, 
retirement plan. Apply to H. C. Gunt- 
ner, Manager, Memorial Hospital, 
Menomonie, Wisconsin. 


This 185-bed general non-profit, non- 
sectarian community hospital fully 
accredited by the Joint Commission 
on Accreditation and approved for 
internships by the American Medical 
Association, needs a nurse anesthetist. 
The total pay exceeds $6,000 per year. 
The staff of anesthetists consists of 
three nurse anesthetists fully qualified 
and are required to be either members 
of the American Association of Nurse 
Anesthetists or eligible. The depart- 
ment is well equipped, and Heidbrink 
anesthesia machines are in use. Call 
is taken every third night and every 
third weekend, and additional payment 
is paid for each major case. Three 
weeks paid vacation, plus six paid 
holidays, plus sick time allowances are 
offered. The hospital is located in a 
resort city of 50,000 on Lake Michigan. 
Apply tn Administrator Mr. C. T. 
Loftus, Mercy Hospital, Benton Har- 
bor, Michigan. 
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NURSE ANESTHETISTS to work 
with five anesthesiologists in commu- 
nity serving 70,000. Salary open. Apply 
to Wm. D. Maher, M.D., 307 S. 12th 
Ave., Suite 7, Yakima, Washington 





An excellent opportunity for surgical 
or obstetrical nurse anesthesia at the 
Latter-day Saints Hospital in beautiful 
Salt Lake City — five-day week, $425 
base salary (must of our staff now 
earning over $500 for slight additional 
time coverage). Hospital absorbs Blue 
Cross after one year, furnishes $2000 
life insurance, paying 2/3 premium for 
full-time employees. Living units at 
modest rental and cafeteria privileges 
at meal cost make this a wonderful 
opportunity. Send credentials to: L. 
Brent Goates, Assistant Administrator, 
Latter-day Saints Hospital, Salt Lake 
City, Utah. 





NURSE ANESTHETISTS (two) for 
expanding services of functionally mo- 
dern general hospital — Separate anes- 
thesia and recovery rooms — All types 
of surgery, including neuro and chest 
— Air conditioned five-room suite — 
City of 95,000 in Michigan’s resort 
area — Minimum starting salary $500 
per month (five-day forty-hour week) 
in addition to attractive call compen- 
sation, Personnel Director, 705 Cooper 
St., Saginaw, Michigan. 





WANTED: two (2) Nurse Anesthe- 
tists for St. Francis Hospital for Car- 
diac Children, Roslyn, Long Island, 
N. Y. No weekends, no call — Medi- 
cal Anesthetist in charge. Contact: Dr. 
George Keating, St. Claire’s Hospital, 
New York, N. Y. 





Two anesthetists needed immediately. 
400-bed modern hospital, mid-west. 
Active surgical and obstetrical services. 
New obstetrical department. New sur- 
gery to be started soon. Salary depend- 
ent on experience and training. Regu- 
lar increases to maximum. Social Se- 
curity, low cost life insurance, annual 
vacation and sick leave. Call one week- 
end a month. Medical anesthesiologist 
in charge of department. Contact: 
Director of Anesthesia, Methodist 
Hospital of Central Illinois, Peoria, 
Illinois. 
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NURSE ANESTHETIST—For Vet- 
erans Administration Hospital, Mc- 
Kinney, Texas, located 30 miles north 
of downtown Dallas on U. S. Highway 
75. A 467-bed general medical and 
surgical hospital affiliated with South- 
western Medical School-University of 
Texas. Beginning annual salary of 
$4025, $4730 or $5440 dependent upon 
professional qualifications. Yearly in- 
creases authorized. Personnel policies 
provide 40-hour week, 30 days vaca- 
tion leave and 15 days sick leave 
accrual in addition to 8 established 
holidays. Federal retirement system 
coverage. Federal Employee’s Group 
Life Insurance and Blue Cross hospi- 
talization available. Free uniform laun- 
dry and $53 annual uniform allowance. 
Non-housekeeping quarters. Nine hole 
golf course and swimming pool on 
hospital grounds. U. S. citizenship re- 
quired, Contact, Chief, Surgical Serv- 
ice, Veterans Administration Hospital, 
McKinney, Texas. 


WANTED: Nurse Anesthetist. 52-bed 
hospital salary open, above average; 
penthouse apartment available; 5 day 
week; relief available for other days. 
Progressive small community, 100 
miles from St. Louis. Contact: Violet 
O. Medley, Clay County Hospital, 
Flora, Illinois. 


ANESTHETIST OPENING. For in- 
formation contact Chief Anesthetist, 
Baptist Hospital, Pensacola, Florida. 


WANTED, Clinical Teacher in School 
of Anesthesia. Rotate 8 hour duty. 45 
hour week. Additional hours paid as 
overtime. Salary $450.00. Meals and 
apartment optional at minimal cost. 
Contact: Exire O’Day, Ravenswood 
Hospital, Chicago 40, Illinois. 








NURSE ANESTHETIST to work in 
municipal hospital. Qualifications: 
Graduation from a recognized school 
of nursing supplemented by completion 
of an accredited course in anesthesia. 
Possession of a license or eligibility to 
obtain license as Registered Nurse in 
the State of Connecticut. Salary Range 
$3900-$4680 per annum. Complete de- 
tails by writing to Director of Person- 
nel, Municipal Building, Hartford, 
Conn. 


NURSE ANESTHETIST: Modern 
63-bed hospital located in the Shenan- 
doah Valley of Virginia. Good salary 
and working conditions. Apply: Ad- 
ministrator, Stonewall Jackson Hospi- 
tal, Lexington, Virginia. 





NURSE ANESTHETIST for munic- 
ipal hospital expanding to 200 beds; 
4 major operating rooms, 1 minor 
operating room and cystoscopy room; 
salary open. Contact: John M. Alexon, 
Administrator, Virginia Municipal 
Hospital, Virginia, Minnesota. 





Registered Nurse Anesthetists for 134- 
bed general hospital, expanding to 266 
beds. All types of surgery, including 
Thoracic and Cardiac Surgery. Start- 
ing salary $425 with automatic raises. 
10 days sick leave, accumulative. Six 
paid holidays, three weeks vacation 
first year, four weeks thereafter. Board 
certified M.D. Anesthetist in charge. 
Very pleasant college town, excellent 
working conditions. Apply Miss Viola 
Green, R.N., Administrator, Carlisle 
Hospital, Carlisle, Pa. 





NURSE ANESTHETIST, 25-bed 
general hospital. Modern and fully 
equipped. Excellent working condi- 
tions. Salary open. Write qualifications. 
Valley Presbyterian Hospital, Palmer, 
Alaska. 





NURSE ANESTHETIST —for JC- 
AH approved hospital expanding from 
165 to 250 beds located in Southern 
Michigan. Salary $500.00 month plus 
meals while on duty for a person with 
one or more years of experience, Extra 
pay for calls and overtime. Contact: 
R. G. West, Administrator, W. A. 
Foote Memorial Hospital, Jackson, 
Michigan. 





ANESTHETIST WANTED by Fully 
Accredited Rural Hospital; South- 
west; F.A.C.S. Surgeon; Ideal location 
for nurse who likes small towns. Gen- 
eral surgery, and OB, rare emergency 
calls; Salary open; write or wire Box 
B-12 Journal, American Association 
of Nurse Anesthetists, Prudential Pla- 
za, Chicago 1, Illinois. 
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REGISTERED AANA NURSE 
ANESTHETIST for 30-bed, general 
hospital. Liberal personnel policies. 
Adequate arrangements for relief on 
weekends, vacations, etc. Salary 
$525.00 per month. For further infor- 
mation contact, Henry A. Kallio, Ad- 
ministrator St. John’s Lutheran Hos- 
pital, Libby, Montana. 





WANTED: Nurse Anesthetist. Mod- 
ern new 100-bed hospital. Will discuss 
salary and conditions for 5 day week, 
3 nights per week on call. Write: Sis- 
ter Mary Alexine, Administrator, St. 
Ann’s Hospital, Anaconda, Montana. 


NURSE ANESTHETIST 
SURGERY ANESTHESIA ONLY 
IN 


200 BED GENERAL HOSPITAL 


NO “OB” CALL 
GOOD STARTING SALARY 
WITH LIBERAL PERSONNEL 
POLICIES 
INCLUDING 4 WEEKS 


PAID VACATION 


WRITE: Administrator 
Memorial Hospital 


Elmhurst, Illinois 


J. Am. A. Nurse Anesthetists 


Dental Oral Surgeon wants Nurse 
Anesthetist, male or female, 32 hour 
week. No evenings, no on call, no 
weekends. Air conditioned office. 
Swimming, golf and boating, also 
theaters in resort city midway between 
New York and Boston. Home of atom- 
ic submarines. Starting salary $400.00 
per month. Apply: Dr. A Simomson, 
27 Broad St., New London, Conn. 





NURSE ANESTHETIST: 211-bed 
general hospital, fully approved. Start- 
ing salary $500.00 per month. Ideal 
working conditions. Apply: James L. 
Foster, Administrator, Bluefield Sani- 
tarium, Bluefield, West Virginia. 





St. Joseph Mercy Hospital, Pontiac, 
Michigan, has opening for Nurse Anes- 
thetist 11:00 p.m. to 7:30 a.m. in Ob- 
stetrics department only. Liberal em- 
ployee benefit program includes vaca- 
tion, sick pay, and holidays. Write 
Personnel Department, St. Joseph 
Mercy Hospital, 900 Woodward Ave., 
Pontiac, Michigan. 


NURSE ANESTHETISTS — to en- 
large staff. New modern air-condition- 
ed surgical suite, 40 hour week, good 
personnel policies, located in fine resi- 
dential area. Write: L. Jackson, Per- 
sonnel Director, Edgewater Hospital, 
5700 N. Ashland, Chicago 26, Illinois. 





NURSE ANESTHETIST for modern 
air-conditioned 5 room operating suite 
in busy University affiliated hospital. 
Work under Anesthesiologist. Write: 
Assistant Administrator, Mt. Sinai 
Hospital, Minneapolis 4, Minnesota. 





ANESTHETIST, NURSE: Experi- 
enced in latest techniques to assist 
physician in city of 90,000. References. 
Starting salary $400. Write: Box B-13, 
Journal American Association of Nurse 
Anesthetists, Prudential Plaza, Suite 
3010, Chicago 1, IIl. 











now... not only the latest 
but the best, atlataiteyate]. package 
fora superior product 


AIR-TIGHT 
LINER 






Keeps soda lime ot peak 





efficiency. The combination 

polyethylene, aluminum foil 
ond kraft paper lining 
prevents loss of moisture 
and protects soda lime from 
absorbing carbon dioxide 





HANDY “PUSH-PULL"” OPENING SPOUT 
designed to assure fres flowing elaitolaMme)| To 
STURDY CONSTRUCTION prevents Gamage in shipping 


INDICATING SODA LIME 


for use in Rebreathing Techniques, Metabolism Determinations, and Oxygen Therapy 


Mallinckrodt research has achieved the ideal soda lime blend of 4-8 mesh 
particles — with highly porous, knobby, popcorn-like granule characteristics. 
This blend permits optimum carbon dioxide absorption efliciency 


and minimum resistance to gas flow through a filled cAnister. 





Send for your copy of the Mallinckrodt SODA LIME HANDBOOK meee 


pore eign Law 
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MALLINCKRODT CHEMICAL WORKS LIMITED - 





288 


NURSE ANESTHETISTS. 260-bed 
general hospital. Two Anesthesiolog- 
ists, 12 nurse anesthetists. All types 
surgery and Gyn work. Accredited 
School of Anesthesia for Nurses offers 
opportunity for clinical teaching plus 
lecture experience if desired. 40 hour 
week includes call; call every fourth 
weekend; night anesthetist employed; 
overtime paid after 80 hours two 
weeks. Starting salary $400.00 month, 
merit increases after lst, 2nd, 3rd, 5th, 
10th years. Three weeks vacation after 
lst and 2nd years, four weeks there- 
after. Other fringe benefits. Can ac- 
commodate to afternoon hours if ap- 
plicant wishes to attend University to 
obtain degree. Contact: H. Miller, Per- 
sonnel Director, Northwestern Hos- 
pital, Minneapolis 7, Minnesota. 





NURSE ANESTHETIST for 236-bed 
general hospital, 30 miles from New 
York City. Write stating age, training 
and experience. Morristown Memorial 
Hospital, Morristown, New Jersey. 





J. Am. A. Nurse Anesthetists 


ATTRACTIVE OPENING: Anes- 
thetist for busy 275-bed suburban 
hospital, 18 minutes to Chicago’s loop. 
Staffed with 10 qualified anesthetists. 
ROTATE CALL. FORTY HOUR 
WEEK. Complete maintenance if de- 
sired, Beautiful Nurses’ Residence, all 
private rooms. Write Personnel Direc- 
tor, MacNeal Memorial Hospital, 3249 
S. Oak Park Ave., Berwyn, III. 


WANTED: Nurse Anesthetists in new 
300-bed church owned hospital soon to 
double in size. It is affiliated with The 
Baylor University College of Medicine. 
Starting salary $435. After 90 days 
salary will be raised to $450. with a 
$10. raise every 6 months. On call once 
weekly, long weekend every 6-7 weeks. 
Average 42 hour work week. Apply: 
Director of Anesthesia, The Method- 
ist Hospital, Texas Medical Center, 
Houston 25, Texas. 





both here and abroad. 


by ordering your copy. 


426 South Sixth Street 





Since 1937 — a dependable 


source of information 


ANESTHESIA ABSTRACTS 


edited by 
John S. Lundy, M.D., and Florence A. McQuillen, R.N. 


Significant, timely reports on the most recent developments in the field of 
anesthesiology are the contents in each issue of ANESTHESIA ABSTRACTS. 
Originally published by the Journal Club of Anesthesia Section of the Mayo 
Clinic, the ABSTRACTS contain expertly edited articles that have appeared 


Each volume is a permanent reference source, indexed by author and subject. 
Volume 46 is available now. You can save reading time and be well informed 


Since the number of issues varies each year from two to 
three, there is no pro-rated charge. You will be billed for 
each volume as you receive it...and your standing order 
can be cancelled at any time by sending us a card. 


BURGESS PUBLISHING COMPANY 


Minneapolis 15, Minnesota 
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Classified Advertisement 





INSTITUTE 


OMAHA 
January 20-24, 1958 





e Have you problems you would like to 
have discussed? 


e Would you like to observe surgery in a 
progressive medical community? 


@ Would you like to hear experts in the 


field of anesthesia? 


This is your opportunity 
to attend clinics @ 
to observe the newer technics @ 
to have some of your questions answered @ 
Announcements and applications are being mailed to all 


members of AANA and to all member hospitals 


of the American Hospital Association 


RETURN YOUR APPLICATION PROMPTLY AS THE 
REGISTRATION WILL BE RESTRICTED 








